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Reproduction  of  "Le  reveil  d'lrene,"  from  the  Pierre  Matisse  Gallery.  For  a  full-color  reproduction  of  this 
painting,  please  write  on  your  letterhead  to  Roche  Laboratories. 


Later  years 
can  be 
productive 
years 


Not  everyone  can  be  a  Miro.  Your 
practice  probably  includes  more  of 
the  anxious,  "lost"  elderly  than  the 
creative  or  productive.  At  this  stage 
of  life,  patients  often  look  to  their 
physicians  for  reassurance  as  well 
as  for  medical  help.  Their  anxiety 
and  apprehension  may  be  mani- 
fested by  somatic  dysfunction  or  by 
aggravation  of  a  true  organic  dis- 
order. And  emotionally  overreactive 
geriatric  patients  may  fail  to  eat 
and  sleep  properly. 
Librium  (chlordiazepoxide  HCI)  can 
help  relieve  excessive  anxiety,  help 
modify  the  patient's  reaction  to 


Librium 

(chlordiazepoxide  HCI) 
begin  with  5  mg  b.i.d.  or  less 


Aid  to  therapeutic 
progress  in  the 
anxious  geriatric 


losses  and  adjustments  entailed  by 
old  age  and  help  encourage  co- 
operation in  rehabilitative  mea- 
sures. In  elderly  patients  begin  with 
an  initial  dosage  of  5  mg  b.i.d.  or 
less,  increasing  gradually  as  needed 
and  tolerated.  For  those  who  are 
plagued  with  insomnia  due  to  per- 
sistent anxiety,  a  Librium  capsule 
or  Libritabs®  (chlordiazepoxide) tab- 
let h.s.  as  part  of  the  dosage  sched- 
ule may  help  induce  needed  relaxa- 
tion and  promote  sleep. 
Known  for  safety  record.  Librium 
has  a  wide  margin  of  safety.  In 
proper  maintenance  dosage,  it 


generally  does  not  unduly  interfere 
with  mental  acuity  or  ability  to 
function.  The  necessity  of  discon- 
tinuing therapy  because  of  un- 
desirable effects  has  been  rare. 
Drowsiness,  ataxia  and  confusion 
have  been  reported  in  some  pa- 
tients, particularly  the  elderly  and 
debilitated.  While  these  effects  can 
be  avoided  in  almost  all  instances 
by  proper  dosage  adjustment,  they 
have  occasionally  been  observed  in 
the  lower  dosage  ranges.  In  a  few 
instances,  syncope  has  been 
reported. 


Before  prescribing,  please  consult  com- 
plete product  information,  a  summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 
sible hazards. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a  few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 
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The  PrecUnjcaI  Years 


in 


by  RichARd  E.  Burner  Jr.  '69 


■  HE  last  time  that  the  general 
subject  of  "medical  education" 
provided  the  theme  for  a  Boylston 
Society  presentation  was  more  than 
two  years  ago,  when  John  Wesley 
'67  gave  eloquent  testimony  to  "The 
Impetus  for  Change  in  the  Harvard 
Medical  School  Curriculum."1  Since 
that  time  teacher  and  student  alike 
have  witnessed  a  general  reassess- 
ment of  the  goals  and  structure  of 
this  medical  school's  curriculum, 
with  attempts  to  adjust  to  both  the 
changing  talents  of  the  medical 
school  applicant  and  the  changing 
medical  needs  of  society. 

The  manifesto  for  this  revolu- 
tion was  the  report  of  the  ad 
hoc  Subcommittee  on  Curriculum 
Planning  submitted  to  the  Faculty 
of  Medicine  on  September  30,  1966, 
and  published  by  the  Office  of  the 
Dean  a  month  later.  In  this  docu- 
ment specific  reference  is  made  to 
the  need  for  reassessment  and  crea- 
tive planning  in  yet  another  area, 
teaching:  "It  is  hoped  that  much 
thought  will  be  given  as  well  to 
teachers  and  techniques  of  peda- 
gogy. The  best  intentions  and 
schedules  are  of  no  avail  if  the 
teachers  fail  in  their  mission."2  It  is 
to  this  endeavor  that  I  would  like 
to  suggest  an  approach. 

In  analyzing  this  complex 
subject,  chaos  is  avoided  only  by  the 
early  establishment  of  a  perspective. 
The  perspective  I  have  used  is 
achieved  by  asking  the  simple  ques- 
tion, "What's  going  on  here,  any- 
way?". What  is  going  on?  What 
are  the  every  day  activities  of  med- 
ical school  where  the  teaching  and 
the  learning  are  done?  They  are 
three:  lectures,  labs,  and  evaluations. 

I  would  like  to  examine  these 
three   activities  of  the   "preclinical 


years"  by  first  outlining  some  of  the 
hypotheses  of  instruction  theory  as 
proposed  by  Professor  Jerome 
Bruner  of  Harvard  University  in 
his  book,  Toward  a  Theory  of 
Instruction,3  (with  special  emphasis 
on  chapters  3,  6,  and  8)  and  to  a 
lesser  extent  by  Professor  George 
Miller  of  the  University  of  Illinois 
in  his  book,  Teaching  and  Learning 
in  Medical  School.4  It  is  hoped  that 
some  light  will  be  shed  on  the  process 
of  teaching  and  learning  by  the  ap- 
plication of  cognitive  theory. 


ThE  Will  to  Learn 


There  has  always  been  much 
talk  about  how  well-motivated  the 
medical  student  is  (or  must  be). 
Perhaps  the  best  way  to  begin  is  to 
attempt  to  define  the  motivations  to 
learn.  Bruner  divides  them  into  the 
categories  intrinsic  and  extrinsic, 
and  it  is  to  the  intrinsic  motivations 
that  he  ascribes  the  power  behind  the 
will  to  learn.5  The  intrinsic  motiva- 
tions that  he  cites  seem  particularly, 
if  not  uniquely,  applicable  to  Har- 
vard medical  students. 

The  first  of  these  is  curiosity, 
which  I  would  define  in  simple, 
functional  terms  as  the  capacity  to 
sit  through  even  the  dullest  presenta- 
tion and  afterwards  deem  it  "in- 
teresting," because  it  covered  new 
ground. 

The  motivation  to  achieve 
competence  is  the  second,  providing 
the  eagerness  to  take  on  responsibility 
and  demonstrate  initiative,  which 
I  found  characteristic  of  my  class- 
mates. They  liked  to  be  good  at 
doing  the  real  thing  and  were 
impatient     for     Principal     Clinical 


Year  to  start.  Boredom  supervened 
whenever  it  was  clear  that  the 
classroom  exercises  were  clearly 
only  that.  When  a  relevant  challenge 
was  presented,  there  was  never  a 
lack  of  enthusiasm. 

The  third  intrinsic  motivation 
is  the  aspiration  to  emulate  a  model. 
Eric  Erikson  calls  it  "identification." 
To  believe  this  search  really  exists 
at  the  post-graduate  level  one  need 
only  stop  to  consider  how  much 
student  time  is  spent  analyzing 
faculty  personalities  and  seeking 
heroes.  The  natural  outgrowth  of 
this  aspiration,  however,  is  that 
some  faculty  by  their  very  presence 
present  an  unspoken  challenge  for 
excellence  that  is  stronger  far  than 
any  spoken  demand  to  work  harder. 

The  fourth  is  a  sense  of  commit- 
ment to  the  web  of  social  reciprocity, 
the  desire  to  interact  in  socially 
helpful  ways.  In  the  broadest  view, 
the  study  of  medicine  provides  the 
tools  and  format  for  a  particular 
kind  of  social  interaction  —  that 
of  the  doctor  and  his  patient  — 
which  will  occupy  the  major  portion 
of  the  medical  student's  time, 
probably,  for  the  rest  of  his  life. 

What  then  are  extrinsic  motiva- 
tions and  what  are  the  relative  roles 
of  intrinsic  and  extrinsic  motiva- 
tions with  respect  to  learning  in 
the  preclinical  curriculum?  Bruner 
postulates  that  in  the  acquisition  of 
basic  skills  of  learning  and  self-edu- 
cation the  intrinsic  motivations 
greatly  outweigh  the  extrinsic.  I  am 
not  sure  that  we  will  be  able  to  agree 
with  so  categorical  a  statement. 

Extrinsic  motivations  are  the 
classical  prods  applied  to  children 
of  educationally  bovine  demeanor: 
grades,  rewards,  and  similar  stimuli 
to  continued  effort.  At  m\  prep 
school  the  single  strongest  extrinsic 
motivation  to  get  good  grades  was 
the  extra  day  or  two  of  vacation  that 
a  high  grade  point  earned.  In  the 
most  general  sense,  medical  school 
itself  is  an  extrinsic  motivation,  as 
are  the  formal  arrangements  which 
make  up  the  routine  o\'  school  life. 
For  efficient  teaching,  one  cannot 
do  without  them,  because  perhaps 
their  most  important  role  is  in  the 
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introduction  of  new  material.  They 
invite  one's  attention.  But  extrinsic 
motivations  work  best  in  the  short 
term  only.  They  must  not  persist 
to  the  obliteration  of  the  intrinsic 
system  which  provides  stimulus 
for  the  continuing  education  of  the 
physician,  makes  learning  fun,  and 
contributes  ultimately  to  peace  of 
mind. 

In  the  final  analysis,  however, 
the  relationship  of  intrinsic  and  ex- 
trinsic must  be  defined  on  a  personal 
level.  It  is  for  the  teacher  to  recog- 
nize that  despite  their  importance, 
when  emphasized  too  much,  extrin- 
sic motivations  cannot  be  tolerated 
and  will  evoke  rebellion.  Long-term 
learning  depends  upon  the  fostering 
of  the  intrinsic  motivations,  which 
takes  time  and  requires  a  certain 
basic  faith  in  the  student's  will  to 
learn.  Professor  Bruner  assures  us 
that  this  faith  is  justified. 


ThE  Lecture 


Lectures  are  things  that  first 
and  second  year  students  complain 
they  have  too  many  of  and  fourth 
year  students  who  have  had  to  glean 
pearls  from  the  vast  fields  of  clinical 
clams  sometimes  wish  they  had 
more  of.  Since  they  are  the  mainstay 
of  preclinical  teaching,  and  will 
likely  remain  so,  it  behooves  us  to 
look  at  this  thing  called  the  lecture. 

The  lecture  is  unique  in  the 
realm  of  communication  because  it 
can  be  at  once  spontaneous,  dynam- 
ic, immediate,  and  personal.  The 
human  voice  (at  least  initially)  com- 
mands attention.. Shades  of  meaning, 
flashes  of  understanding,  overtones 
and  implications,  can  be  conveyed 
by  the  intensity,  inflection,  and  pitch 
of  the  human  voice.  There  is  oppor- 
tunity for  drama  in  the  pauses,  the 
questions,  the  revelations,  and  there 
is  flexibility  for  the  construction  of 
visual  imagery,  models,  or  dia- 
grams. Moreover,  there  is  the 
chance  to  isolate  strains  of  thought, 
an  endeavor  greatly  inhibited  by  the 
printed  page.  Unfortunately,  it  is  the 
rare  lecturer  who  uses  all  the  tools 


at  his  disposal. 

But  why  do  we  have  lectures  in 
the  first  place?  After  all,  they  are  re- 
mote happenings,  usually  far  re- 
moved from  the  action  they  purport 
to  be  discussing.  Bruner  provides  in- 
sight into  this  question  in  the  last 
chapter  of  his  book,  in  which  he  dis- 
cusses some  of  the  complications 
which  complex,  modern  societies 
have  imposed  upon  the  process  of 
teaching  and  learning.  In  agrarian 
and  pre-industrial  societies,  father 
taught  son  and  the  apprentice 
learned  his  trade  at  the  side  of  the 
master  craftsman.  The  recent  rapid 
increases  in  both  information  and 
population  radically  altered  that 
pattern.  It  became  necessary  for 
children  to  be  entrusted  to  an  inter- 
mediary third  party  for  "schooling" 
which  prepared  them  for  a  post- 
poned but  more  sophisticated  ad- 
vent into  society. 

We  find  a  similar  sequence  of 
events  in  the  history  of  medical  edu- 
cation. As  the  volume  of  informa- 
tion that  has  come  to  be  called  "bas- 
ic science"  grew  and  became  recog- 
nized as  an  essential  part  of  the  edu- 
cation of  the  physician,  it  was  isolat- 
ed from  the  clinical  area  for  the  pur- 
poses of  teaching  it  more  efficiently. 
But  this  separation  introduced  cer- 
tain complications  that  the  lecturer 
must  understand  and  face. 

The  first  is  that  relevant  con- 
text is  no  longer  immediately  at 
hand.  The  lecturer  is  telling  out  of 
context  rather  than  demonstrating  in 
context.  In  addition,  as  subjects  be- 
come bigger  and  more  specialized, 
they  develop  their  own  classifica- 
tions of  subject  matter  and  intellec- 
tual dialect,  and  it  is  the  "way  of 
thinking"  within  these  classifications 
and  dialect,  the  psychology  of  the 
subject  matter,  which  is  often  the 
first  barrier  to  learning.  Inevitably,  a 
conflict  torments  the  mind  of  the  in- 
structor who,  while  trying  to  com- 
municate the  intellectual  unity  of  his 
subject  as  a  whole,  is  prevailed  upon 
to  "keep  it  relevant."  Compromise 
becomes  necessary. 

It  is  important  to  attempt  to 
keep  in  context  or  to  provide  con- 
text. The  correlation  clinics  of  the 


first  year  provide  important  perspec- 
tive in  this  respect,  as  does  the  phys- 
ical diagnosis  course  in  the  second 
year,  taking  some  of  the  burden  off 
the  lecturer.  One  thing  that  individ- 
ual lecturers  can  do  is  to  try  to  keep 
abreast  of  the  students'  level  of 
knowledge  and  interest.  One  of  the 
simplest  ways  to  do  this  is  to  talk  to 
students  and  instructors  before  and 
after  lectures,  sounding  them  out  as 
well  as  listening  to  them.  For  the 
same  reasons,  course  instructors 
should  try  to  attend  all  lectures. 

Providing  a  way  of  thinking 
also  requires  both  thoughtfulness 
and  work  on  the  part  of  the  instruc- 
tor. There  are  two  aspects  of  this 
task  that  I  would  like  to  consider. 
First,  the  hypothesis  that  supports 
the  value  of  communicating  a  "way 
of  thinking"  argues  strongly  against 
what  I  call  the  "passive  descriptive" 
lecturer,  who  relays  facts  but  little 
else.  How  exasperating  it  is  to  listen 
to  the  man  who  covers  all  the  mate- 
rial but  stresses  none,  tells  what  to 
see  but  not  what  to  look  for,  gives 
out  the  facts  but  not  how  to  know 
them,  imparts  an  abundance  of  in- 
formation but  a  paucity  of  wisdom. 
Second,  special  care  should  be  exer- 
cised in  the  selection  of  diagrams, 
slides,  examples,  etc.,  the  compo- 
nents of  one's  communication  sys- 
tem, to  keep  them  clear,  relevant, 
and  meaningful  to  both  the  lecturer 
and  the  listener. 

Having  related  the  lecture  to 
the  business  of  teaching,  we  must 
now  define  its  proper  relationship  to 
the  process  of  learning.  One  princi- 
ple can  guide  us:  knowledge  is  per- 
sonal. It  is  the  student  who  is  doing 
the  learning.  The  knowledge  he  ac- 
quires becomes  his  own  in  a  unique 
and  individual  way,  an  integral  part 
of  his  own  personal,  educational  ex- 
perience. By  this  definition  a  man's 
knowledge  is  that  information  and 
those  concepts  that  he  has  worked 
on,  used,  and  made  his  own;  those 
readings,  lectures,  and  exercises  that 
he  has  integrated  into  his  personal 
intellectual  armamentarium. 

Accepting  this  hypothesis,  we 
can  see  that  although  the  lecture  is 
perhaps  indispensable  as  an  efficient, 


dynamic,  interpersonal,  external 
motivation  and  information  source, 
it  is  unsuited  to  the  task  of  personal- 
izing knowledge.  The  lecturer  must 
guide  the  student,  excite  his  curiosi- 
ty and  awareness,  give  him  a  start, 
but  the  lecturer  cannot  learn  for  the 
student  by  telling  to  him.  The  lec- 
turer who  tries  to  cover  everything, 
or  his  colleague  who  does  not  cover 
everything  but  requires  one  to  know 
for  examination  purposes  only  what 
was  covered  in  lecture,  does  the  stu- 
dent a  disservice,  because  he  nar- 
rows the  student's  horizon  and  de- 
nies him  the  opportunity  and  the  re- 
sponsibility to  begin  to  educate  him- 
self by  going  beyond  the  confines  of 
the  lecture  and  making  his  knowl- 
edge personal. 

Before  leaving  the  subject  of 
the  lecture,  we  must  look  briefly  at 
the  "lecture  service."  It  reflects  the 
marked  dependence  (for  whatever 
reasons,  whether  good  or  bad)  of  the 
student  on  the  lecture  and  the  belief 
that  every  lecture  is  important.  We 
do  not  have  time  here  for  a  full- 
length  critical  discussion  of  the  lec- 
ture service.  Suffice  it  to  say  that  as 
long  as  it  fulfills  a  need,  it  will  be 
used;  and  as  long  as  it  is  used,  it  will 
continue  to  exist.  But  insofar  as  the 
lecture  is  inadequate  to  the  task  of 
providing  knowledge,  so  is  the  lec- 
ture service. 

In  summary,  let  me  emphasize 
that  I  do  not  wish  to  deny  the  lec- 
ture the  job  of  getting  information 
across,  but  I  wish  to  point  out  that 
context,  a  way  of  thinking,  and 
guides  to  the  pursuit  of  further 
knowledge  are  also  important  objec- 
tives. 


ThE  LAbORATORy 

To  understand  the  "labora- 
tory" as  we  now  know  it  in  the 
preclinical  years  (biochemistry  and 
physiology  excepted),  one  must  go 
back  to  the  early  1950's  when  the 
integrated  approach  to  teaching  was 
first  being  developed  at  Western  Re- 
serve and  Harvard.  An  article  by 
former  Dean  George  Packer  Berry 


that  appeared  in  19537  describes 
this  new  plan  permitting  many  dif- 
ferent kinds  of  work  to  be  concen- 
trated in  one  multidiscipline,  inte- 
grated lab,  a  "home"  where  the  stu- 
dent might  learn  simultaneously 
from  many  areas  in  one  location. 
This  "home"  (for  HMS  II's)  in 
Bldg.  D,  now  15  years  old,  despite 
being  a  little  dingy  and  more  than  a 
little  cramped  and  uncomfortable, 
lacking  in  blackboard  space,  demon- 
stration areas,  and  equipment  stor- 
age facilities,8  has  in  the  fulfill- 
ment of  Dean  Berry's  plan  become  a 
place  for  all  seasons.  Its  occasional- 
ly forgotten  primary  objective,  like 
that  of  the  lecture,  is  to  help  the  stu- 
dent learn. 

We,  as  students,  always  appre- 
ciated the  laboratory  instructor  (or 
lecturer,  for  that  matter)  who  was 
well-prepared,  who  knew  the  mate- 
rial to  be  covered,  who  had  well- 
defined  objectives  that  were  appro- 
priate (we  have  all  seen  the  man 
who  comes  with  his  box  of  dusty 
slides  and  spends  an  hour  remem- 
bering last  year's  lecture  or  instruc- 
tion session),  who  talked  to  us  (not 
at  us),  and  who  was  not  afraid.  But 
putting  specific  complaints  aside  for 
the  moment,  let  us  examine  the  lab- 
oratory session  from  a  more  theoret- 
ical point  of  view. 

The  real  purpose  of  the  lab 
seems,  in  retrospect,  to  have  been  to 
give  the  student  a  place  to  exercise, 
in  close  promimity  to  an  instructor, 
the  skill  he  was  being  directed  to  ac- 
quire, whether  it  might  have  been 
identification  of  a  pathologic  process 
under  the  microscope  or  a  pattern  of 
pathophysiological  deduction  in  the 
discussion  of  a  CPC.  However,  stu- 
dent-instructor interactions  were  of- 
ten poorly  defined  (or  so  it  seemed). 
Bruner  sheds  much  light  on  their 
importance  when  he  states: 

The  relationship  between 
one  who  instructs  and  one  who 
is  instructed  is  never  indiffer- 
ent in  its  effect  upon  learning. 
And  since  the  instructional 
process  is  essentially  social  — 
particularly  .  .  .  when  it  in- 
volves ...  a  teacher  and  a  pu- 
pil —  it  is  clear  that  the  child 
(and  the  instructor)  .  .  .  must 


have  minimal  mastery  of  the 
social  skills  necessary  for  en- 
gaging in  the  instructional 
process.9  (Parentheses  mine) 

One  example  stands  out  in  my 
memory.  During  one  of  the  blocks 
in  pathophysiology  in  the  second 
year,  one  set  of  lab  instructors  failed 
to  introduce  themselves.  The  effect 
of  this  lapse  at  the  most  basic  level 
of  social  protocol  was  to  paralyze 
instruction  for  most  of  the  three 
week  block. 

I  shall  not  try  to  specify  the 
kind  of  behavior  that  is  most  appro- 
priate in  the  lab,  because  I  cannot 
and  should  not;  it  depends  upon  the 
personalities  of  the  people  involved 
and  upon  what  is  being  taught.  But 
we  should  recognize  that  appropri- 
ate behavior  (whatever  it  might  be) 
frees  for  classroom  benefit  the  ener- 
gy that  might  otherwise  be  con- 
sumed in  anger,  frustration,  or  anxi- 
ety, relieves  boredom,  and  makes 
the  work  more  fun. 

In  his  discussion  of  "the  form 
and  pacing  of  reinforcement,"  the 
most  important  idea  which  Bruner 
introduces  is  the  concept  of  "correc- 
tive knowledge"  —  the  right  infor- 
mation in  the  right  place  at  the  right 
time.  The  answer  provided  for  a 
pressing  question  will  be  better 
learned  and  will  provide  renewed 
stimulus  to  ask  new  questions  and 
seek  more  information.  The  instruc- 
tor is  not,  of  course,  the  sole  source 
of  corrective  knowledge  in  the  labo- 
ratory. (If  he  were,  the  "laboratory" 
would  be  a  "classroom").  Sometimes 
the  student  must  discover  the 
corrective  knowledge  for  himself. 

To  assist  the  student  in  this  ef- 
fort the  instructor  can  provide  him 
with  problems  to  solve.  The  beaut) 
of  problem  solving  lies  in  its  unique 
property  of  realizing  many  goals  at 
once.  The  student  satisfies  his  will  to 
learn,  context  is  provided,  knowl- 
edge personalized,  and  a  way  of 
thinking  won.  The  predisposition  is 
strong  and  corrective  knowledge 
supplied  immediately  as  feedback. 

If  a  student  is  not  problem 
solving,  according  to  Bruner.  he  is 
usually  occupied  with  "problem 
finding"  —  an  attempt  to  supply  the 


relevant  question  to  which  the  infor- 
mation to  be  assimilated  constitutes 
the  answer.  Any  presentation  is  eas- 
ier to  comprehend  if  the  presup- 
posed question  which  underlies  it  is 
clearly  understood.  Often  this  ques- 
tion is  obvious,  but  all  too  frequent- 
ly once  finds  himself  asking,  "What 
is  the  instructor  talking  about?  What 
question  is  he  answering?"  It  is  at 
these  times  that  the  presupposed 
question  has  been  missed,  resulting 
in  the  loss  of  relevance  and  perspec- 
tive. 

When  forced,  the  student  may 
turn  from  this  constructive  kind  of 
problem  finding  to  a  distracting  var- 
iant of  this  activity  wherein  the 
question  he  asks  is  not,  "What  is  the 
instructor  talking  about?"  but, 
"What  (answer)  does  he  want?" 
(This  variant  has  been  called  by 
some  the  "What  am  I  thinking 
game?").  The  dangers  here  are  two- 
fold. Logical  endeavor  by  the  stu- 
dent gives  way  to  guessing,  and  anx- 
iety, which  is  singularly  and  power- 
fully disruptive  of  the  capacity  to 
work,  think,  and  learn. 

But  the  process  of  learning 
consists  of  more  than  problem  solv- 
ing or  problem  finding.  These  are 
merely  endeavors  that  we  can  recog- 
nize and  isolate  easily.  Moreover, 
the  course  of  our  education  depends 
only  in  part  on  the  shores  toward 
which  we  are  directed.  All  will,  I 
think,  concede  the  propensity  of  the 
student's  sailboat  to  tack  into  the 
winds  of  instruction.  Nevertheless  it 
is  important  to  be  able  to  chart  the 
student's  course,  and  to  do  this  one 
must  be  able  to  evaluate  his  teaching 
and  learning. 


EvaLuatjoin 


The  concept  of  "evaluation"  is 
poorly  understood  and  much  mis- 
used by  student  and  faculty  member 
alike.  As  a  recent  graduate,  I  can 
clearly  recall  that  one  of  the  great 
frustrations  of  medical  school  was 
the  struggle  to  "evaluate"  almost  ev- 
eryone and  everything.  The  concept 
of  evaluation,  however,  was  never 


well-defined  in  my  own  mind,  and  as 
students  we  were  far  from  certain  of 
what  we  were  doing  in  our  "curricu- 
lum committees."  As  a  novice  teach- 
er now,  I  am  beginning  to  see  the 
faculty  side  of  the  story,  but  solu- 
tions to  the  frustrating  questions  do 
not  become  immediately  clear  once 
roles  change.  On  the  contrary,  my 
mind  has  been  filled  with  even  more 
challenging  questions  about  what  I 
am  trying  to  achieve  in  my  didactic 
interactions  with  students,  and  how 
evaluation  can  help  me  better  deter- 
mine what  they  want  and  what  they 
need.  Before  I  have  forgotten  what 
it  is  like  to  be  a  student  in  medical 
school  and  while  the  experience  of 
being  a  teacher  is  still  fresh  and  pro- 
vocative, I  would  like  to  try  to  or- 
ganize some  ideas  (not  all  mine*)  and 
formulate  some  principles  that  may 
help  to  define  this  complicated  con- 
cept, evaluation. 

When  one  thinks  of  "evalua- 
tion," one  first  thinks  of  grades,  of 
exams,  of  those  exercises  on  which 
one  receives  a  grade.  It  is  unfortu- 
nate that  the  word  "evaluate"  con- 
notes this  kind  of  quantitative  value 
judgment,  because  it  is  this  connota- 
tion that  limits  the  scope  of  the  term 
in  our  minds,  and  makes  it  difficult 
for  us  to  conceptualize  the  true  role 
of  evaluation  in  education,  which  is 
both  more  extensive  and  more  inclu- 
sive than  one  is  accustomed  to 
thinking.  We  must  put  aside  this 
connotation  of  quantitative  judg- 
ment and  open  our  minds  to  accept 
a  broader  concept.  Let  us  begin  by 
asking  some  basic  questions. 

What  is  the  purpose  of  evalua- 
tion? As  we  have  postulated,  it  is 
more  than  the  provision  of  a  quanti- 
tative index  of  achievement.  What 
role  does  evaluation  play  in  the  edu- 
cation of  the  student? 

What  is  the  role  in  evaluation 
of  examinations  and  other  exercises 
on  which  one  is  graded?  What  other 
pathways  are  available  to  us?  Can 
we    conceptualize    these    pathways 


*  Again  many  of  the  ideas  found 
here  are  taken  from  Toward  a  Theo- 
ry of  Instruction  by  Jerome  Bruner. 


thus  giving  perspective  to  that  entity 
called  the  exam? 

Is  it  only  the  student  who  is 
evaluated?  We  know  that  this  is  not 
the  case,  for  faculty,  too,  are  subject 
to  evaluation,  as  are  curricula.  Is 
there  then  a  relationship  between 
these  different  kinds  of  evaluation? 
Can  this  relationship  help  us  formu- 
late a  theory  of  evaluation? 

What  are  the  criteria  by  which 
we  evaluate? 

Finally,  when  is  the  best  time 
to  evaluate?  Is  the  questionnaire 
that  is  circulated  at  the  end  of  the 
course  the  best  contribution  we  can 
make  toward  evaluation  with  re- 
spect to  that  course?  Can  we  evalu- 
ate courses  before  they  begin?  The 
answers  to  these  questions  can  be 
found  in  the  principles  outlined 
briefly  below. 

The  primary  goal  of  evaluation 
is  the  furthering  of  the  stu- 
dent's education. 

There  are  three  assumptions 
behind  this  statement.  The  first  is 
that  the  student  is  indeed  motivated 
to  learn.  The  second  is  that  his  ca- 
reer goal  lies  within  the  realm  of 
what  one  is  teaching.  The  third  is 
that  the  medical  student  is  mature 
enough  to  direct  his  own  education 
when  given  the  proper  environment. 
The  role  of  the  teacher  is  to  provide 
that  environment  and  to  help  the 
student  learn.  Evaluation  is  a  part  of 
that  environment.  Medical  school 
instructors  cannot  teach  the  student 
to  be  a  doctor,  they  can  only  help 
him  learn  to  be  one. 

At  once  one  can  see  why  it  is 
so  difficult  to  assist  the  education  of 
the  man  who  is  not  sure  where  he  is 
going  or  what  he  wants.  For  him, 
evaluation  breaks  down.  His  contri- 
bution is  absent.  It  is  entirely  possi- 
ble that  this  man  can  perform  quite 
capably  in  quantitative  terms,  and 
receive  good  grades,  but  his  learning 
is  compromised  because  evaluation 
is  not  fully  available  to  him. 

Similarly,  the  instructor  who 
does  not  give  leeway  to  the  student 
who  has  direction  frustrates  evalua- 
tion. The  instructor  must  avoid  at 
all  costs  the  ever  present  temptation 


to  remake  the  student  in  his  own  im- 
age. 

Evaluation  requires  and  is  part 
of  active,  free,  and  open  com- 
munication   of   all   types   be- 
tween faculty  and  students. 
Evaluation  derives  from  com- 
munication. Whenever  there  is  an 
interaction  between  students  and  in- 
structors —  lectures,  labs,  seminars, 
conferences  —  there  is  the  oppor- 
tunity for  evaluation  to  work.  An 
examination   is,   in  the  abstract,  a 
form  of  communication.  Evaluation 
is  a  learning  experience  and  every 
learning  experience  involves  evalua- 
tion. 

The  examination  should  be  the 
vehicle,  par  excellence,  of  evaluat- 
ing, because  it  is  composed  of  di- 
rected communication  from  instruc- 
tor to  student  and  back.  In  an  exam, 
the  student  can  evaluate  his  progress 
in  the  light  of  faculty  criteria  (i.e. 
questions)  while  the  faculty  can  as- 
sess the  progress  of  the  student  to- 
ward the  objectives  they  have  estab- 
lished, and  to  some  extent  determine 
how  successful  they  have  been  in 
their  guidance.  In  order  to  accom- 
plish these  objectives,  exams  should 
reflect  course  objectives  and  provide 
(ideally)  an  opportunity  for  students 
to  demonstrate  an  understanding  of 
the  course  material  and  a  compe- 
tence in  handling  problems  derived 
from  that  material  (i.e.  how  much 
they  have  learned  rather  than  how 
much  they  have  been  taught)  in  such 
a  way  as  to  reinforce  their  own  edu- 
cational motivations.  To  achieve 
this  objective  is  of  course  one  of  the 
most  difficult  challenges  to  the  edu- 
cator. 

Evaluation  is  a  two-way  street 
and  must  be  open  at  all  times 
in  both  directions. 
The  same  process  that  enables 
the  student  to  evaluate  himself  (as 
he  must)  and  the  curriculum  (as  he 
is  asked  to  do)  and  the  faculty  (as  it 
would  be  hard  not  to)  should  also 
enable  the  faculty  to  make  the  corre- 
sponding assessments. 

Last  spring  Hermann  Lisco, 
associate  dean  of  student  affairs,  or- 
ganized an  informal  meeting  be- 
tween a  physician  who  wished  to  in- 


itiate an  elective  period  course  and 
several  third  and  fourth  year  stu- 
dents who  might  be  interested  in 
taking  such  a  course.  There  was  an 
hour  and  a  half  of  open-minded  dia- 
logue and  student  faculty  communi- 
cation, from  which  came  an  impor- 
tant understanding  on  the  part  of  the 
physician  of  what  he  really  wanted 
to  offer  (and  his  misconceptions  of 
student  interest  and  sophistication) 
and  on  the  part  of  the  students  of 
what  they  might  want  to  learn  from 
such  a  course  (and  their  misappre- 
hensions). On  both  sides,  goals  were 
established  and  reasonable  objec- 
tives formulated.  There  is  no  ques- 
tion that  this  course,  if  offered,  will 
be  better  than  originally  planned  be- 
cause evaluation  was  begun  prompt- 
ly and  used  properly. 

Evaluation  requires  the  proper 

frame  of  reference. 

The  student  can  evaluate  him- 
self only  with  respect  to  someone  or 
something  else:  instructors,  physi- 
cians, curricular  demands,  the  goals 
he  has  set  for  himself.  Instructors 
can  evaluate  themselves  only  with 
respect  to  student  progress.  Many  of 
the  most  valuable  frames  of  refer- 
ence are  not  provided  knowingly: 
inspiration  often  knows  no  logic.  It 
is  important  that  they  not  be  too 
narrow  or  narrow-minded,  nor  inap- 
propriate. The  student  must  be 
judged  with  respect  to  how  much  he 
is  learning  rather  than  how  much  he 
knows. 

Evaluation    must   be    ongoing 

and  contemporary. 

Evaluation  should  provide  im- 
petus, direction,  and  perspective 
throughout  the  learning  experience, 
and  not,  as  we  so  often  see,  just  sour 
grapes  at  the  end.  The  role  of  evalu- 
ation is  to  guide  the  student  in  his 
pursuit  of  learning. 

The  crucially  important  benefit 
of  this  kind  of  evaluation  process  is 
that  it  nurtures  in  the  student  his 
own  ability  for  constructive  self- 
evaluation  by  requiring  him  to  define 
his  objectives  in  the  face  of  career 
goals  and  faculty  offerings  as  he 
goes  along.  It  is  important  to  stimu- 
late this  self-evaluative  function  ear- 
ly because  it  is  one  of  the  forces  that 


will  sustain  the  continuing  education 
of  the  physician  during  his  career. 

These  five  principles  do  not 
stand  independently  one  from  an- 
other, but  interlock  tightly  into  a  un- 
itary concept,  whose  keystone  is 
communication.  Without  that,  all 
evaluation  is  doomed  to  failure. 

In  closing  I  would  like  to  offer 
a  perspective  that  has  aided  me  in 
thinking  about  matters  of  medical 
education,  and  answers  the  question 
I  posed  at  the  beginning  of  this  pa- 
per: 

What's  going  on  here? 

The  student  is  learning,  the 
teacher  is  helping. 


Dr.  Burney  is  an  intern  in  sur- 
gery at  Yale-New  Haven  Medical 
Center.  His  article  was  originally 
presented  as  a  Boylston  Society  pa- 
per last  winter.  The  section  on  eval- 
uation was  written  after  his  gradua- 
tion. 
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Tufrs  UiNiivERsny  School  of  MEdiciNE 


by  WilliAM  F.  MaIoney,  M.  Dv  Dean 


Iufts  University  School  of  Medi- 
cine and  the  federation  of  teaching, 
research,  and  service  institutions 
making  up  the  Tufts-New  England 
Medical  Center  and  allied  programs 
extending  from  Maine  to  Mississip- 
pi present,  in  the  history  of  their  de- 
velopment and  involvement,  a  mul- 
tiple paradox.  The  ultimate  para- 
dox, of  course,  is  that  this  small 
medical  center  in  the  South  Cove,  or 
Chinatown,  section  of  downtown 
Boston  has  been  able  to  accomplish 
so  much  with  so  little. 

The  histories  of  the  School  of 
Medicine  and  the  School  of  Dental 
Medicine  are  closely  intertwined 
and  anything  but  dull.  The  two 
schools  share  the  same  buildings, 
the  same  basic  sciences  faculty,  and 
to  some  extent  the  same  clinical 
teaching  facilities.  Their  records 
equally  exhibit  their  long-term  ca- 
pacities for  high  productivity  of 
health  manpower,  scientific  and  so- 
cial innovations  in  the  fields  of  bas- 
ic, clinical,  and  action  research,  and 


financial  brinksmanship.  In  this  lat- 
ter respect,  both  the  Medical  and 
Dental  schools  offer  examples  of  the 
capacity  of  living  organisms  and  or- 
ganizations for  survival,  and  also  of 
a  free  society's  shortcomings  in  ade- 
quate support  of  valuable  humani- 
tarian and  educational  resources. 

If  a  single  unifying  theme  had  to 
be  selected  for  a  brief  sketch  of  the 
Tufts  adventure  in  medical  educa- 
tion, it  would  have  to  be  the  Univer- 
sity's outstanding  service  to  society 
as  a  community  and  regional  source 
of  medical  manpower.  Throughout 
much  of  the  20th  century,  Tufts  has 
been  and  still  remains,  in  somewhat 
lesser  degree,  the  main  source  of 
practicing  physicians  and  practicing 
dentists  in  Massachusetts  and  New 
England.  An  American  Medical  As- 
sociation survey  of  living  medical 
alumni  in  1967  showed  Tufts  rank- 
ing eighth  among  private  and  four- 
teenth among  private  and  public 
medical  schools  in  the  production  of 
physicians  during  the  last  half  cen- 


tury. It  was  simultaneously  noted 
that  Tufts  was  one  of  twenty-three 
schools  with  medical  graduates  in 
every  state,  and  "more  physicians  in 
Massachusetts,  Maine,  New  Hamp- 
shire, and  Rhode  Island  are  Tufts' 
graduates  than  any  other  school." 
The  record  of  the  School  of  Dental 
Medicine,  the  principal  source  of 
dentists  in  the  Northeast,  is  compa- 
rable. 

To  this  contribution  of  health 
professionals,  we  can  add  other  dis- 
tinctive values  that  have  brought 
Tufts  national  recognition: 

First,  a  tradition  of  community 
service  established  by  the  oldest  in- 
stitution in  the  medical  center.  The 
Boston  Dispensary,  founded  in 
1 796,  is  the  oldest  medical  charity 
in  New  England  and  one  of  the  old- 
est medical  services  in  the  United 
States  offering  home  care  for  the 
sick  poor.  The  Dispensary  moved  to 
its  present  location  in  the  South 
Cove  in  the  mid- 19th  century  and 
thereafter  established  itself  as  the 


city's  leading  private  walk-in  clinic, 
with  services  adapted  to  the  needs  of 
the  working  class  and  medically  in- 
digent. It  became  a  leader  in  both 
the  scientific  and  social  advances  of 
medicine  that  characterized  the  ear- 
ly 20th  century,  including  the  estab- 
lishment of  clinical  pathology  and 
x-ray  laboratories,  the  employment 
of  clinic  nurses  and  social  workers, 
and  the  establishment  of  one  of  the 
first   nutrition   clinics,   one   of  the 
first  prevention-oriented,  diagnostic 
(health)  clinics,  and  a  venereal  dis- 
ease clinic  that  became  a  national 
model.    In    1958,   the   Dispensary, 
now   a  part  of  the  New  England 
Medical  Center,  added  a  Rehabilita- 
tion Institute. 

Second,  the  development,  from 
1931  on,  of  the  first  regional  medi- 
cal education  and  service  program 
in  the  United  States.  William  Bing- 
ham II  of  Bethel,  Maine,  provided 
the  funds  and  Drs.  Joseph  H.  Pratt 
and  Samuel  Proger  the  leadership  in 
linking  the  rural  physicians  and 
community  hospitals  of  Maine  with 
the  Pratt  Clinic-New  England  Medi- 
cal Center  Hospital,  built  in  1938. 
The  program  emphasized  continu- 
ing medical  education  for  practic- 
ing physicians,  improvement  in  the 
quality  of  medical  care  in  communi- 
ty hospitals,  a  system  of  locum  ten- 
ens,  visiting  consultants,  and  pa- 
tient referrals  allying  community 
physicians  and  medical  center  spe- 
cialists, with  parallel  development 
of  the  Center  Hospital  and  Maine 
regional  hospitals  as  diagnostic, 
treatment,  and  teaching  centers.  In 
1944,  Surgeon  General  Thomas 
Parran  of  the  Public  Health  Service 
recommended  to  Congress  that  it 
adopt  a  nationwide  plan  of  regional 
hospitalization  based  on  the  Bing- 
ham Program.  The  kind  of  regionali- 
zation  orginated  in  the  Bingham 
Program  was  promoted  in  principle 
in  the  Hill-Burton  Hospital  Survey 
and  Construction  Act  of  1946,  but 
was  not  made  a  requirement  of  com- 
munity hospital  planning  and  organ- 
ization and,  lacking  financial  incen- 
tives, consequently  languished  until 
the  Regional  Medical  Programs  leg- 
islation of  1965. 


Third,  the  establishment  in  the 
Flexnerian  "center  of  excellence" 
mode  of  the  New  England  Medical 
Center  as  a  small  but  strong  base  of 
training  and  research  in  the  basic 
and  clinical  sciences,  emphasizing 
laboratory  and  hospital-based  prac- 
tice focused  on  major  and  compli- 
cated acute  and  chronic  disease  in 
children  and  adults. 

Fourth,  the  stimulation  exerted 
by  the  Medical  School's  Department 
of  Preventive  Medicine  for  a  nation- 
al program  of  community  health  ac- 
tion centered  on  the  needs  of  the  im- 
poverished Negro  in  urban  and  rural 
areas.  Under  the  leadership  of  Drs. 
H.  Jack  Geiger  and  Count  D.  Gib- 
son, Tufts  in  1965  introduced  the 
country's  first  OEO  Neighborhood 
Health  Center  at  Columbia  Point  in 
Boston;  beginning  in  1967,  Dr. 
Geiger  accomplished  the  more  dif- 
ficult task  of  establishing  and  oper- 
ating the  Tufts-Delta  Health  Center 
in  Mound  Bayou,  Mississippi,  an 
all-black  community  and  now  a 
teaching  center  1500  miles  from 
home.  The  Office  of  Economic  Op- 
portunity now  supports  approxi- 
mately 50  such  Neighborhood 
Health  Centers.  Each  is  an  experi- 
ment in  community-based  compre- 
hensive health  care  and  in  the  in- 
volvement of  medical  school  in  a 
community-based  service  seeking  to 
break  the  cycle  of  poverty  and  ill 
health.  Each  also  seeks  to  activate 
the  community  in  efforts  aimed  at 
self-determination  of  its  future.  In 
each  of  these  health  centers,  the 
University  and  its  trustees  have  obli- 
gated themselves  to  provide  a  com- 
munity service. 

Fifth,  the  loyalty  of  Tufts'  medi- 
cal (and  dental)  alumni.  The  bonds 
one  may  feel  toward  one's  alma  ma- 
ter are  difficult,  if  not  impossible,  to 
quantify.  From  place  to  place  and 
individual  to  individual,  loyalty  may 
be  conspicuous  in  its  presence  or  its 
absence.  However,  if  money  is  re- 
garded as  a  measure,  and  it  usually 
is,  Tufts'  alumni  are  equal  to  any.  In 
1968  Tufts  ranked  first  among  all 
medical  schools  in  the  United  States 
in  the  percentage  of  alumni  who 
participated  in  financial  support  of 


the  school  and  fifth  in  total  dollars 
received  from  alumni. 

The  above  list  of  contributions 
and  distinctive  characteristics  could 
be  greatly  extended  if  we  were  to 
move  from  the  general  to  the  spe- 
cific. For  example,  Dr.  Pratt  in  1930 
conceived  and  applied  the  group 
method  of  psychotherapy,  thought 
to  be  —  at  least  until  the  advent  of 
the  tranquil izing  drugs  in  non-insti- 
tutional control  of  psychosis  —  the 
only  original  American  contribution 
in  psychiatry.  It  must  suffice  to  say 
here  that  the  faculty  of  the  Medical 
Center  has  actively  contributed  to 
the  scientific  literature  of  medicine 
and  dentistry  for  many  years,  partic- 
ularly in  the  fields  of  protein  and  en- 
zyme chemistry,  hematology,  molec- 
ular biology,  carcinogenesis,  cancer 
chemotherapy,  microbiology,  oral 
pathology  and  oral  cancer. 

It  would  be  non-objective,  and 
might  even  be  construed  as  down- 
right puffery,  if  we  were  to  dwell  on 
Tufts  University  School  of  Medicine 
pluses  without  mentioning  minuses. 
The  latter  were  rather  devastatingly 
itemized  by  Abraham  Flexner  in  his 
famous  Carnegie  Report  on  Medical 
Education  in  the  United  States  and 
Canada  in  1910;  the  passage  of  60 
years  has  done  little  more  than  to 
institutionalize  these  weaknesses: 
The  Medical  School  lacks  endow- 
ment funds,  university  financial  sup- 
port, an  adequate  physical  plant,  a 
teaching  hospital  of  its  own,  and,  in- 
deed, most  of  the  material  charac- 
teristics by  which  American  medical 
education  after  Flexner  defined  the 
ideal  university  medical  center. 

The  Association  of  American 
Medical  Colleges  in  1967  placed 
Tufts  among  the  lowest  one-fourth 
of  all  medical  schools  in  total  annual 
expenditures,  regular  operating 
budget,  total  expenditures  per  stu- 
dent, ratio  of  students  to  faculty, 
and  basic  operating  expenditures 
per  student.  In  these  compilations 
covering  84  four-year  medical 
schools.  Tufts  ranked  ninth  from  the 
bottom  in  total  expenditures  and 
third  from  the  last  in  regular  operat- 
ing budget.  Tufts'  expenditures  were 
$3,500   per   medical   student  com- 
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pared  to  a  national  average  of 
$  1 1 ,000.  It  is  easy  to  see  why  the 
study  classified  Tufts  as  a  Have-Not 
school. 

The  current  Medical  School  an- 
nual budget  of  approximately  $12 
million  is  derived  mainly  from  tui- 
tion, training  grants,  and  federal 
support  of  research  and  the  com- 
munity health  program. 

One  explanation  of  the  Medical 
School's  success  in  doing  so  much 
with  so  little  is  that,  in  contrast  to 
the  basic  sciences  faculty,  it  has  no 
budget  for  full-time  professors  in 
clinical  medicine.  It  depends  on  the 
staffs  of  affiliated  hospitals  voluntar- 
ily to  provide  the  clinical  training  of 
students.  Teaching  is  carried  on  in 
nine  hospitals  with  major  and  three 
with  minor  affiliations  by  a  clinical 
faculty  that,  except  for  a  few  part- 
time  and  some  token  salaries,  is  not 
paid  to  teach.  Flexner  would  not 
have  thought  well  of  this  system, 
implying  an  inability  of  the  School 
to  control  its  own  clinical  education 
program  and  objectives;  nor  do  we 
especially  favor  it.  On  the  other 
hand,  this  system  has  provided  the 
modus  operandi  by  which  the  Medi- 
cal School  has  converted  one  kind  of 
weakness  into  one  kind  of  strength. 
Our  affiliations  with  some  of  the 
leading  public  and  private  teaching 
hospitals  of  Massachusetts  and 
Maine,  plus  community  health  cen- 
ters and  home  care  programs  in 
Boston  and  Mississippi,  and  a  group 
practice  in  Chelmsford,  Massachu- 
setts, afford  our  students  an  unusual 
opportunity  for  a  rich  and  varied  ex- 
perience with  outstanding  scientists, 
clinicians,  and  community  health 
leaders. 

Students  themselves  in  their  ac- 
tions seem  to  recognize  that  finan- 
cial resources  are  not  everything  in 
medical  education.  They  accept  the 
pinch  of  a  tuition  now  running 
$2,275  a  year.  Tufts  consistently  at- 
tracts an  entering  class  (120)  with 
qualifications  above  the  national  av- 
erage and  is  compelled  to  reject  13 
applicants  for  every  student  admit- 
ted. Acceptable  candidates  outnum- 
ber available  places  more  than  two 
to  one. 


Dr.  H.  Jack  Geiger  (second  from 
left)  gives  emergency  treatment  to 
malnourished  child. 

Over  all,  Tufts  University  School 
of  Medicine  provides  an  example  — 
in  fact,  a  potent  distillate  —  of  the 
ups  and  downs,  the  hopes  and  fears, 
of  41  private  American  medical 
schools,  especially  those  schools 
without  recourse  to  large  private  en- 
dowment or  state  or  local  subsidy 
(the  federal  government  has  speci- 
fically recognized  Tufts  University 
School  of  Medicine  as  a  hardship 
case). 

How  did  we  get  this  way? 

The  strengths  and  weaknesses  of 
Tufts  Medical  School  have  been  a 
part  of  its  character  from  its  begin- 
ning in  1893.  This  will  not  surprise 
the  geneticist.  What  is  of  more  inter- 
est to  the  environmentalist,  howev- 
er, is  that  one  of  the  chief  character- 
istics of  this  medical  school  is  that  it 
established  and  promoted  itself  in  a 
community  where  two  other  medical 
schools  existed  —  particularly  a 
large  and  eminent  school  such  as 
Harvard.  We  entertain  here  an  as- 
sumption of  determination  and  drive 
that  lies  beyond  scientific  proof,  but 
there  are  some  facts,  to  be  stated  be- 
low. In  any  event,  what  greater  stim- 
ulus of  determination  can  one  imag- 
ine than  a  competitive  struggle  for 
existence,  unless  it  be,  for  the  teach- 
er and  scientist,  a  fear  of  that  bot- 
tomless pit  of  contempt  that  acade- 
mia  reserves  for  the  second  rate? 


Tufts  College  itself  (it  did  not  be- 
come a  University  until  1955)  was 
founded  in  1852  on  Walnut  Hill  in 
Medford  for  the  purpose  of  bringing 
the  secular  light  of  higher  education 
into  the  ministry  of  the  Universalist 
Church,  a  heretical  Protestant  sect 
drawn  largely  from  hard-working 
farmers  and  small  businessmen  —  a 
sect  that,  before  it  attracted  larger 
numbers  and  became  respectable, 
others  often  lumped  together  with 
"Sceptics,  Deists,  Atheists,  and  oth- 
er libertines."  As  one  early,  interest- 
ed observer  remarked,  getting  Uni- 
versalists  to  see  the  light  was  "al- 
most altogether  an  uphill  business." 
The  Medical  School,  like  the  Col- 
lege itself,  became  non-sectarian 
and  devoutly  non-discriminatory  as 
to  the  sex,  race,  color,  or  creed  of  its 
students. 

The  original  Tufts  College  chart- 
er granted  by  the  state  legislature 
"empowered  .  .  .  said  College  ...  to 
confer  such  degrees  as  are  usually 
conferred  by  the  colleges  in  New 
England,  except  medical  degrees.'" 
The  explanation  of  this  curious  ex- 
ception is  not  hard  for  the  historian 
to  find.  Although  the  early  Harvard 
Medical  faculty,  which  received  the 
fees  of  its  students,  was  hardly  more 
than  a  proprietary  school  prior  to 
1869,  when  Harvard  President, 
Charles  W.  Eliot,  reorganized  it  as 
an  institution  of  higher  education, 
Harvard  had  in  the  early  1 800's  es- 
tablished a  quasi  monopoly  in  the 
eyes  of  Massachusetts  law  over  the 
academic  training  of  physicians. 
There  were  various  non-affiliated, 
"irregular"  medical  schools,  and  in- 
deed no  law  against  them.  But  Har- 
vard was  jealous  of  its  prerogatives 
in  the  "academic"  training  of  physi- 
cians. The  charters  of  Amherst  and 
Holy  Cross  contained  prohibitions 
similar  to  that  imposed  on  Tufts. 

Determined  \o  rid  itself  of  the  ex- 
clusion clause,  in  1867,  Tufts  peti- 
tioned the  legislature  for  a  charter 
amendment.  A  representative  of 
Harvard,  Dr.  Edward  H.  Clarke, 
professor  of  materia  medica,  ap- 
peared before  the  legislative  Com- 
mittee on  Education  to  fight  the  pe- 
tition. 
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Clarke's  argument  was  in  part 
straightforward.  The  medical  care 
requirement  of  the  population  was 
said  to  be  about  one  physician  per 
1,000  persons.  This  could  be  met  in 
New  England  if  only  1 50  new  physi- 
cians entered  practice  each  year, 
whereas  graduates  from  New  Eng- 
land already  totaled  nearly  200  per 
year.  Exclusive  of  salaries  for  teach- 
ers, it  cost  $  1 1 1  a  year  to  educate  a 
Harvard  medical  student.  If  Tufts 
could  do  it  cheaper,  it  would  be  at 
the  expense  of  quality. 

Another  part  of  Clarke's  protest 
followed  a  serpentine  path.  It  con- 
cerned a  second  proposal  in  the 
Tufts  petition  —  to  raise  the  ceiling 
imposed  by  the  charter  on  income 
from  endowments  from  $20,000  to 
$100,000  a  year.  Clarke's  basic  po- 
sition was  that  Tufts  should  not 
have  the  right  to  bestow  medical  de- 
grees because  it  lacked  the  resources 
necessary  to  establish  a  good  medi- 
cal school.  To  give  the  College  such 
a  right  might  help  it  attract  legacies, 
but  to  bestow  such  a  right  on  every 
educational  institution  in  the  state 
would  cheapen  the  value  of  the  de- 
gree and  encourage  ignorance  and 
incompetence.  The  effect  of  this  ar- 
gument was  to  deny  Tufts  the  right 
to  seek  the  resources  that  he  said  it 
lacked. 

Fortunately,  Tufts  then  had  as  its 
president  an  eloquent  preacher  and 
able  polemicist,  the  Reverend  Alon- 
zo  Ames  Miner,  self-educated  man 
who  further  distinguished  himself  as 
a  member  of  the  Harvard  Board  of 
Overseers  and  recipient  of  an  honor- 
ary Divinity  degree  from  Harvard. 
Miner  rebutted  Clarke,  stating  that 
it  was  "absurd  for  the  remonstrants 
to  assume  the  protectorate  of  the 
State  in  medical  affairs."  He  argued 
that  Tufts  should  have  the  same  le- 
gal rights  as  any  other  New  England 
college  in  order  "that  the  communi- 
ty may  enjoy  the  benefits  of  that 
honorable  and  unrestricted  competi- 
tion which  is  the  chief  guaranty  of 
excellence." 

The  legislature  affirmed  Miner's 
position  on  all  counts.  Tufts  could 
have  a  medical  school,  and  it  could 
seek  larger  endowments. 


It  was  not  until  25  years  later, 
however,  that  the  academic  hill- 
climbers  in  Medford  were  able  to 
exploit  this  new  right.  That  year, 
seven  outstanding  Boston  physicians 
in  private  practice,  three  of  them 
Harvard  medical  graduates,  with- 
drew from  the  Boston  College  of 
Physicians,  a  non-affiliated,  proprie- 
tary group,  and  sought  the  academic 
shelter  of  Tufts  as  a  means  of  elevat- 
ing educational  standards  and  com- 
bating commercialism.  This  "Origi- 
nal Seven"  offered  the  College,  itself 
a  struggling  institution,  an  interest- 
ing proposition:  a  medical  school  in 
Boston  operated  at  no  cost  to  the 
College.  The  faculty  at  first  shared 
students'  tuition,  but  later  the  Col- 
lege assumed  control  of  income. 


I  he  original  Tufts  College  Medi- 
cal School  was  established  on  Boyl- 
ston  Street.  Its  first  class  had  80 
students.  The  School  developed  a 
four-year  course  with  the  fourth 
year  serving  as  an  internship.  Can- 
didates were  required  to  be  gradu- 
ates from  accepted  high  schools  or 
pass  an  entrance  examination.  This 
lack  of  a  requirement  for  college 
preparation  placed  Tufts  a  cut  be- 
low Harvard  and  Johns  Hopkins, 
which  also  established  a  medical 
school  in  1893,  but  it  made  the 
school  particularly  attractive  to 
many  New  England  residents.  The 
first  dean,  Dr.  Albert  Nott,  said  the 
purpose  of  the  school  was  to  train 
competent  general  practitioners; 
Nott  deplored  the  fact  that  too  much 
time  was  being  devoted  to  the  "so- 
called  specialties." 

It  was  consistent  with  the  Tufts 
Medical  School's  purpose  in  its 
formative  years  that  it  affiliated  with 
the  Boston  Dispensary,  as  well  as 
with  Boston  City  Hospital  (one  serv- 
ice) and  other  hospitals.  In  the  be- 
ginning, its  faculty  and  students  had 
some  access  to  Massachusetts  Gen- 
eral Hospital  patients  but  this  rela- 
tionship did  not  survive. 

By  1906,  thirteen  years  after  its 
founding.  Tufts  was  a  prosperous 
medical  school  and  returning,  incred- 


ibly enough,  a  profit  to  the  College. 
It  had  a  faculty  of  about  1 00  and  a 
student  body  of  about  400.  It  was  by 
then  the  largest  medical  school  in 
New  England  and  the  seventh  larg- 
est in  the  United  States  as  measured 
by  physician  output. 

Its  capacity  for  compatibility  with 
Harvard  had  been  clarified.  Harvard 
was  interested  in  training  scientific 
investigators  and  teachers.  Tufts,  as 
Nott  said,  trained  the  family  physi- 
cians of  New  England.  In  the  next 
generation,  the  chance  became  bet- 
ter than  even  that  a  Tufts  graduate 
would  answer  if  a  random  call  were 
made  to  the  nearest  medical  practi- 
tioner in  Massachusetts  (it  would 
now  be  a  little  over  one  in  three). 

Paradoxically,  while  we  now  can 
recognize  that  Tufts  made  a  profes- 
sionally honorable  and  socially  re- 
sponsible choice,  its  family  and 
community  service  objective  in  the 
next  half  century  became  a  victim  of 
the  countervailing  trend  to  make 
medicine  more  scientific,  scholarly, 
and  specialized.  The  desire  of  Dr. 
William  Henry  Welch,  Flexner's 
idol,  to  move  medical  education  in 
this  direction  was  a  rational  one; 
from  the  standpoint  of  knowledge 
and  talent,  high  quality  in  medical 
practice  was  frequently  conspicuous 
by  its  absence.  Yet  the  success  of 
this  intellectual  trend  at  Tufts,  as 
elsewhere,  ultimately  had  the  nega- 
tive effect  of  undermining  the  avail- 
ability of  primary  and  comprehen- 
sive care  in  the  community  during  a 
time  when  the  public  demand  for 
such  care  was  escalating. 

The  leader  in  the  reform  of 
American  medical  education,  as  ev- 
ery medical  school  boy  knows,  be- 
came Abraham  Flexner,  a  Johns 
Hopkins  graduate  and  educator  first 
employed  by  the  Carnegie  Founda- 
tion for  the  Advancement  of  Teach- 
ing and  then  by  the  Rockefeller-en- 
dowed General  Education  Board. 
Medical  educators  have  become  so 
accustomed  to  honoring  Flexner  and 
embracing  his  concept  of  high  quali- 
ty that  they  have  generally  oxer- 
looked  certain  unfortunate  aspects 
of  his  insistence  on  pursuit  of  the 
Johns  Hopkins  model  of  a  universi- 
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ty  medical  center  as  demonstration 
of  the  true  faith  in  medical  educa- 
tion. 

Flexner's  lack  of  sympathy  was 
one  thing  Harvard  and  Tufts  en- 
joyed in  common.  This  is  a  matter 
of  record.  Because  Harvard  lacked  a 
full-time  clinical  faculty  and  did  not 
have  a  hospital  of  its  own,  but  in- 
stead spread  its  self-supporting  clin- 
ical faculty  loosely  among  several 
institutions,  Flexner  consistently  op- 
posed any  large  Rockefeller  gift  to 
Harvard  Medical  School  until  finally 
the  Rockefeller  Foundation  took  the 
matter  out  of  his  hands  and  re- 
defined it  as  support  of  the  Harvard 
School  of  Public  Health. 

In  the  great  medical  education 
house-cleaning  beginning  in  1910, 
Flexner  recommended  that  Tufts 
Medical  School  be  either  closed  or 
merged  with  Harvard.  Flexner 
pointed  out  that  85  percent  of  New 
England  medical  school  graduates 
were  New  England  residents.  He 
held  that  the  region  was  "badly 
over-crowded"  with  physicians. 
Raising  standards  for  basic  science 
education  and  medical  licensing,  he 
said,  would  reduce  the  number  of 
physicians  and  improve  their  quali- 
ty. It  is  noteworthy  that  he  attempt- 
ed no  evaluation  of  the  quality  of 
care,  or  surveys  of  community  needs 
or  health  consumer  attitudes.  The 
Flexner  doctrine  tended  to  foster  the 
notion  that  anyone  not  in  a  center  of 
excellence,  or  anything  not  done  in 
a  center  of  excellence,  was  second 
rate  and  therefore  unworthy  of  con- 
sideration. Tufts  remained  uncowed 
by  the  Flexner  edict  that  Tufts  must 
go.  One  element  of  the  faculty  did 
make  an  effort  to  carry  out  a  merger 
to  be  known  as  the  Harvard-Tufts 
Medical  School,  offering,  interest- 
ingly enough,  Harvard  degrees  to 
those  who  met  Harvard  require- 
ments and  Tufts  degrees  to  those 
who  did  not.  Such  a  two-class  sys- 
tem was  hardly  attractive  from  ei- 
ther viewpoint.  The  cat  was  not  dis- 
posed to  lie  down  with  the  mouse, 
and  the  mouse  had  its  own  thoughts 
about  being  swallowed.  The  scheme 
backfired,  and  the  disaffected  Tufts 
group  resigned.  The  vast  majority  of 


Nurse's  aide  takes  pulse  of  patient 
in  backcountry  shack. 

the  Tufts  medical  faculty  disagreed 
with  Flexner  and,  from  our  pre- 
sent-day vantage  point,  deserve  a 
fresh  wreath  on  their  graves  for  in- 
tegrity and  courage.  It  was  Flex- 
ner's proposal,  remember,  to  re- 
duce the  150  American  medical 
schools  then  in  existence  to  3 1 ,  thus 
cutting  physician  production  from 
5,000  to  2,000  a  number  that  could 
be  permitted  to  rise  to  3,000. 

Had  the  differing  missions  of 
medical  schools  been  given  more 
weight,  had  more  institutions  been 
encouraged  to  bring  themselves  up 
to  adequate  standards,  and  had  the 
needs  of  the  community,  particular- 
ly for  preventive  medicine,  been  bet- 
ter recognized  by  medical  academi- 
cians, the  pressure  on  existing  med- 
ical schools  today  to  expand  their 
classes  might  not  be  so  great,  and  the 
Bureau  of  Health  Manpower  might 
not  be  so  embarrassed  by  demands 
for  aid  far  in  excess  of  available  fed- 
eral resources.  In  terms  of  responsi- 
bility to  the  community,  meaning 
attention  to  the  delivery  of  a  good 
quality  of  health  care  services  in 
sufficient  quantity,  it  is  now  possible 
to  question  whether  the  Flexner  re- 
form of  medical  education  was 
carried  out  wholly  in  the  public 
interest.  The  supporting  evidence  is 
Tufts. 


Flexner's  recommendation  that 
Tufts  literally  be  "wiped  off  the 
map"  notwithstanding,  the  Ameri- 
can Medical  Association  Council  on 
Medical  Education  in  1910  listed 
Tufts  as  one  of  73  Class  A  medical 
schools.  The  institution  then  began  a 
long  uphill  fight  to  remain  first  class 
and  meanwhile  produce  the  physi- 
cians providing  the  bulk  of  family 
medical  care  in  Massachusetts  and 
New  England.  Regularly,  and  of 
course,  wisely,  it  responded  to 
AMA  pressure  during  the  next  25 
years  to  raise  its  admission  stand- 
ards —  to  require  first  one  and  then 
two  years'  college  preparation  or  its 
equivalent  in  premedical  courses 
given  by  the  Medical  School,  to  do 
away  with  this  premedical  course 
competition  with  college  prepara- 
tion, and  finally,  in  1935,  to  accept 
only  college  graduates. 

It  was  fully  expected  that  raising 
eligibility  requirements  would  re- 
duce applicants  and  thus  bring 
Tufts'  large  class  size  under  control. 
In  1924,  the  entering  class  num- 
bered 145.  In  the  long  run,  and  even 
though  tuition  was  repeatedly  raised 
to  keep  up  with  costs,  such  restric- 
tiveness  only  served,  it  seemed,  to 
increase  the  demand  for  entrance. 
The  trustees  were  not  unhappy  with 
this  trend,  since  the  College  had  its 
own  financial  problems  and  tuition 
revenue  from  medical  students  was 
important.  Under  direct  threat  of 
loss  of  accreditation,  the  Medical 
School  reduced  its  entering  class  to 
100  in  1936,  and  once  more  raised 
its  tuition,  this  time  to  $500.  Since 
then  class  size  has  risen  to  1 20  and 
tuition  has  almost  quintupled. 

Flexner  criticized  Tufts  for  not 
having  a  teaching  hospital  owned 
and  operated  by  the  University.  This 
is  still  so.  A  new  line  of  develop- 
ment began  in  1 930,  however,  when 
the  Boston  Dispensary,  Boston 
Floating  Hospital,  and  Tufts  Medi- 
cal and  Dental  Schools  affiliated  as 
the  New  England  Medical  Center. 
The  Center  was  conceived  as  a  base 
of  operations  for  the  Bingham  Pro- 
gram, mentioned  earlier.  Bingham 
funds  became  a  major  source  of  its 
support  at  that  time. 


13 


The  present  New  England  Medi- 
cal Center  Hospital,  a  374-bed  com- 
plex, is  the  outgrowth  of  a  20-bed 
diagnostic  ward  established  in  1931 
by  the  Boston  Dispensary  as  a  place 
where  Dispensary  physicians  could 
work  up  private  patients.  This  unit 
eventually  developed  into  the  Pratt 
Clinic-New  England  Medical  Center 
Hospital,  research-oriented  teaching 
institution  offering  New  England 
physicians  a  highly  specialized  re- 
ferral service.  The  Hospital's  full- 
time,  salaried  staff  constitutes  the 
core  clinical  faculty  of  Tufts.  Sever- 
al doctors  who  came  to  work  in  this 
new  center  were  from  the  staff  of 
Massachusetts  General  Hospital  and 
from  Harvard.  Their 'qualifications 
were  impeccable.  The  moving  spirit 
of  this  enterprise  was,  and  still  is, 
Dr.  Proger,  chairman  of  the  Tufts 
Department  of  Medicine. 

The  New  England  Center  Hospi- 
tal, when  it  came  into  being  in 
1938,  had  less  than  100  beds  and 
could  handle  only  small  numbers  of 
patients  and  students,  but  it  grew 
to  become  a  compact  teaching  hos- 
pital with  a  first-rate  staff,  a  well- 
equipped  facility  with  a  solid  re- 
search program,  although  not  a 
complete  one  in  all  disciplines.  The 
small  pediatric  hospital,  the  Float- 
ing, was  of  equal  caliber.  The  par- 
ent, the  Boston  Dispensary,  then 
still  flourished;  its  volunteer  staff  of 
250  physicians  and  surgeons  saw 
more  than  145,000  patients  a  year 
in  morning,  afternoon,  and  evening 
clinics.  In  addition,  physicians  as- 
sisted by  fourth -year  medical  stu- 
dents were  making  40,000  home 
visits  a  year. 

The  purpose  of  the  New  England 
Medical  Center  was  stated  to  be 
"the  training  of  medical  students 
and  for  the  training  of  family  doc- 
tors for  the  smaller  communities  in 
New  England."  But  it  was  a  period 
in  which  medical  specialization  and 
the  focus  on  intellectually  challeng- 
ing, in-hospital  study  of  disease 
were  orchestrating  the  swan  song  of 
community-minded  general  practice. 

In  the  years  immediately  follow- 
ing World  War  II,  Tufts'  interest  in 
community   and   regional    medicine 
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lost  momentum.  There  were  doubt- 
less many  reasons  —  the  rewards  of 
specialization,  the  orientation  to- 
ward laboratory  research,  the  de- 
cline of  private  medical  charity,  the 
rise  of  categorical  sources  of  sup- 
port. One  setback,  indicated  pre- 
viously, was  the  Hill-Burton  bill. 
Actually,  the  bill  proposed  to  do 
many  things  besides  build  hospital 
beds,  and  it  did  do  other  things.  The 
act,  as  passed,  however,  endorsed 
the  development  of  regional  medical 
care  systems  such  as  the  Bingham 
program  in  principle  but  hindered 
them  in  fact  by  failing  to  offer  finan- 
cial aid  in  implementation.  As  we 
learn  again  and  again,  interest  fol- 
lows money. 

Tufts,  like  many  other  privately 
supported  medical  schools,  always 
has  been  a  hardship  case.  What 
seems  to  have  been  a  sensible  work- 
ing relationship  of  the  institutions 
allied  in  the  New  England  Medical 
Center  became  more  difficult  as 
each  found  itself  caught  in  the  infla- 
tionary spiral.  Costs  shot  up,  but  be- 
cause of  the  staff  and  space  bind, 
services  did  not  rise  commensurate- 
ly  and  capital  was  not  forthcoming 
to  bring  off  a  grand-design  develop- 
ment plan  related  to  urban  renewal, 
even  though  prospects  were  consid- 
erably brightened  by  promises  of 
federal  aid  for  teaching  facilities. 
Tufts'  old  distinction  of  being  the 
only  medical  school  in  the  country 


not  receiving  support  from  its  trust- 
ees continued  among  its  liabilities. 
The  New  England  Medical  Center 
Hospital  was  busy  and  self-support- 
ing, primarily  as  in-patient  services 
for  paying  patients  with  acute  or 
complicated  illnesses,  less  actively 
in  the  obsolescent  area  of  medical 
charity.  The  primary  lack  was  mon- 
ey. The  Hospital,  like  the  school, 
became  heavily  dependent  on  re- 
search grants  for  staff  support. 

In  all  that  happened  Tufts'  tradi- 
tional capacity  to  project  communi- 
ty interest  in  the  training  of  physi- 
cians who  would  provide  primary 
care  dwindled.  Only  one  bit  of  data 
is  necessary  to  demonstrate  this.  Of 
4,719  Tufts  medical  graduates  alive 
at  the  end  of  1967,  only  1 ,009  or  2 1 
percent,  were  general  practitioners. 
This  is  about  the  same  proportion  as 
for  all  medical  schools  (22  percent). 
All  the  rest  had  become  specialists; 
some  of  these,  to  be  sure,  profess  an 
interest  in  family  medicine,  but  most 
are  not  socially  or  predominantly 
committed  to  its  continuous,  easily 
accessible,  and  systematic  supply. 

Daniel  Funkenstein,  assistant 
professor  of  psychiatry  at  Harvard, 
poignantly  summarized  the  situation 
in  one  sentence  when  he  said:  "The 
difficulty  is  that  medicine  has  been 
unable  to  retain  the  chief  values  o\~ 
one  era  while  developing  the  new 
values  of  the  next."  Medical  educa- 
tion has  moved  from  the  art  to  the 


science,  the  general  to  the  special, 
the  community  to  the  institution, 
from  the  whole  man  to  molecules. 
Now,  in  the  last  five  years,  the  wheel 
has  come  full  circle,  and  we  are  be- 
ginning to  redefine  our  social  re- 
sponsibilities as  medical  educators. 

In  doing  so,  the  present  Tufts 
medical  dean  sounds  somewhat  like 
the  first.  This  is  not  so  much  be- 
cause we  want  to  go  back  to  training 
general  practitioners  as  such,  or  be- 
cause the  technicization  of  medical 
care  occurs  at  the  expense  of  atten- 
tion to  personal  and  ecological  fac- 
tors. Rather,  it  is  because  we  are  in- 
terested in  rebuilding,  or  relocating, 
every  physician's  interest  in  the 
whole  social  system  under  which 
medical  care  will  be  organized  and 
delivered.  If  we  were  not  interested, 
it  would  be  because  we  are  deaf, 
dumb,  and  blind  to  the  interests  ex- 
pressed by  some  of  our  brightest 
medical  students  and  the  society 
whence  they  come. 

We  have  moved,  as  many  of  us 
recognize,  into  the  era  of  communi- 
ty medicine;  at  least  that  is  where 
our  head  and  neck  are,  although  a 
large  part  of  the  medical  education 
organism  remains  —  as  much  of  it 
should  and  must  remain  —  in  the 
basic  and  highly  clinical  sciences. 
To  the  well-established  dimensions 
of  teaching,  research,  and  patient 
care,  we  are  attempting  to  add  a 
fourth:  community  service. 

As  we  can  see  from  Tufts'  own 
history,  community  medicine  is  any- 
thing but  a  new  discovery,  here  or 
elsewhere  in  the  world.  Its  modern 
impetus  appears  to  have  come  from 
the  civil  rights  movement  beginning 
in  the  mid-1960's.  It  was  at  this 
time  that  the  amount  of  social  disor- 
ganization, poverty,  and  ill  health 
resulting  from  the  Negro  migration 
from  the  South  to  the  North  and 
West  was  first  generally  recognized. 
It  was  at  this  time  that  adequate 
medical  care  as  a  human  right  was 
first  accepted  in  federal  legislation, 
specifically  in  the  Comprehensive 
Health  Planning  amendments.  It 
was  at  this  time  that  Dr.  Geiger  had 
the  idea  of  importing  the  concept  of 
community-based,       team-operated 


teaching  health  centers  from  South 
Africa.  The  Tufts  Department  of 
Preventive  Medicine  and  the  Office 
of  Economic  Opportunity  provided 
him  the  opportunity  to  undertake 
this  development  in  health  centers 
in  Massachusetts  and  Mississippi. 
Tufts  University  and  its  School  of 
Medicine  accepted  the  responsibility 
for  this  program.  Its  political  future 
looks  good,  despite  the  austerity 
now  permeating  the  Washington 
fiscal  scene.  It  is  now  recognized 
that  this  is  one  program  of  demonstra- 
tion and  experiment  that  is  succeed- 
ing. There  are  now  50  of  these 
health  centers  in  the  United  States, 
and  hundreds  more  seeking  approv- 
al and  funding. 

This  emphasis  is  having  some  cu- 
rious effects  at  Tufts;  it  is  not  mere- 
ly that  the  classic,  and  classically 
overlooked,  Department  of  Preven- 
tive Medicine  is  being  renamed  the 
Department  of  Community  Health 
and  Social  Medicine,  nor  is  it  so 
much  that  this  department  is  well 
populated  with  clinicians  and  allied 
workers  who  staff  the  centers.  One 
singular  effect  is  that  this  department 
makes  up  about  33  percent  of  the 
Medical  School  budget.  Thus,  our 
Preventive  Medicine  stepchild  has 
become  an  economic  as  well  as  in- 
tellectual giant. 

Consistent  with  Tufts'  deeply 
rooted  ideas  of  improving  communi- 
ty medical  care  and  regionalization 
of  high-quality  services  is  the  con- 
cept of  a  medical  education  program 
that  itself  will  be  regional,  or  decen- 
tralized. Plans  integrating  curricu- 
lum changes  and  development  of  an 
expanded  physical  plant  call  for  an 
increase  in  class  size  from  120  to 
160.  The  facilities  of  the  New  En- 
gland Center  Hospitals  will  not  be 
sufficient  to  train  a  student  body  of 
the  size  contemplated.  Thus,  we  will 
progressively  cease  to  be  a  Medical 
School  centered  on  Harrison  Ave- 
nue, in  the  South  Cove  area,  and 
more  and  more  become  one  operat- 
ing in  a  dozen  places.  Indeed,  it  may 
become  more  appropriate  to  think 
of  us  not  as  a  university  medical 
center,  but  as  a  non-center,  as  a  uni- 
versity medical  consortium,  or  per- 


haps, better  still,  a  magnetic  field  in 
medical  education. 

This  trend  is  already  discernible 
not  only  in  the  fact  that  we  send 
medical  students  and  faculty  to  the 
health  centers  in  Columbia  Point 
and  Bolivar  County,  Mississippi, 
but  also  to  a  wide  spectrum  of  af- 
filiated hospitals.  These  include 
Boston  City  Hospital,  Boston  Veter- 
ans Administration  Hospital,  Le- 
muel Shattuck  Hospital,  Boston 
State  Hospital,  St.  Elizabeth's  Hos- 
pital, St.  Margaret's  Hospital,  New- 
ton-Wellesley  Hospital,  Jewish 
Memorial  Hospital,  Providence 
Lying-in  Hospital,  and  Maine  Med- 
ical Center  in  Portland,  as  well  as 
others.  We  also  are  affiiliated  with 
the  Chelmsford  Medical  Associates, 
a  private  practice  group,  and  the 
Community  Mental  Health  Clinic  in 
Boston. 

From  this,  it  is  evident  that  the 
Tufts  University  School  of  Medicine 
is  neither  an  ivory  tower  nor  a  house 
of  cards.  It,  at  its  peak  of  achieve- 
ment, has  been  more  susceptible  to 
function  than  to  form.  At  any  rate,  it 
does  not  seem  to  have  had  any  prob- 
lem that  money  would  not  solve.  It 
has  certain  distinctions,  on  the  other 
hand,  that  money  could  not  buy, 
and,  as  a  matter  of  fact,  some  vir- 
tues that  arise,  if  not  from  poverty, 
at  least  from  a  keen  desire  to  rise 
above  it. 

The  history  is  one  of  symbiosis 
—  of  the  intimate  living  together  of 
dissimilar  organisms  in  a  mutually 
beneficial  relationship.  If  one  were 
to  attempt  a  profile  epitome  of 
Tufts  Medical  School,  it  would  be 
this:  It  has  adapted  to  the  new  and 
uniquely  American  definition  of  uni- 
versity's function  —  namely,  to  the 
centuries-old  purpose  of  creating, 
storing,  and  transmitting  knowledge 
has  been  added  the  university's  re- 
sponsibility to  engage  itself  directly 
in  the  application  of  that  knowledge 
for  society's  benefit,  so  assuring  that 
the  students  it  educates  continue  to 
learn  and  apply  their  learning  for 
the  good  of  people.  In  this  way,  we 
hope  to  recapture  the  best  of  the 
past  in  combinations  with  the  best 
of  the  new. 
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Fometime  ago  a  cartoon  ap- 
peared in  the  New  Yorker  showing 
a  small,  harried  looking  man  sur- 
rounded by  men  and  women  at  a 
large  festive  dining  table.  At  one 
end  of  the  table  a  matron  is  pointing 
to  the  little  man  explaining  to 
her  companion,  "That's  Professor 
MacDonald,  all  he  knows  are  facts." 
Historians,  as  the  keepers  of  the 
memory  of  man,  seek  out,  store,  and 
preserve  the  facts.  Unfortunately, 
they  also  have  the  nasty  habit  of 
telling  whoever  will  listen  what  the 
facts  mean.  Frequently  they  are  mis- 
taken or  wrong.  Unlike  physicians, 
they  have  not  yet  invented  a  clinical 
pathological  conference  to  tell  them 
when  they  are  in  error.  I  am  an  his- 
torian and  the  reader  is  fairly 
warned. 

In  1866  Henry  Bergh,  the  scion 
of  a  wealthy  New  York  merchant, 
appalled  by  the  wanton  cruelty  he 
saw  displayed  towards  animals  in 
New  York  City  streets,  founded  The 
American  Society  for  the  Prevention 
of  Cruelty  to  Animals.  Eight  years 
later,  motivated  by  the  same  human- 
istic  feelings,    he  joined   with   El- 
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bridge  Gerry  and  John  D.  Wright 
and  organized  the  New  York  Society 
for  the  Prevention  of  Cruelty  to 
Children.  These  societies  were  not 
the  first  stirrings  of  humanitarian  ef- 
fort in  the  United  States.  They  were, 
however,  the  first  organized  at- 
tempts to  cope  with  the  phenome- 
non of  cruelty  in  the  country. 

Humane  societies  appeared  in  the 
United  States  at  a  time  of  increasing 
industrialization  and  mechanization 
—  a  process  that  had  profound  ef- 
fects not  only  on  human  life,  but  on 
animal  life  as  well.  I  would  like  here 
to  give  examples  of  some  of  these 
effects.  In  the  last  half  of  the  19th 
century  the  railroad  network  was  ex- 
tended to  the  west  coast,  and,  in  the 
process  the  American  frontier  disap- 
peared. One  of  the  central  features 
of  this  development  was  the  destruc- 
tion of  the  vast  buffalo  herds  of  the 
great  plains,  in  part  to  feed  the 
crews  laying  railroad  tracks,  but 
also  as  a  measure  to  subjugate  the 
Indians  who  inhabited  the  land  and 
depended  upon  the  buffalo  for  food 
and  shelter.  During  this  same  peri- 
od, the  western  railroad  network  in- 


creasingly began  to  transport  cattle 
from  the  great  plains  to  Chicago 
where  assembly  line  methods  of 
slaughter,  combined  with  such  tech- 
nological developments  as  the  tin- 
ning of  beef  and  the  refrigeration 
car,  helped  make  that  prairie  city 
the  butcher  to  rapidly  growing  east- 
ern urban  centers.  The  main  efforts 
of  humane  societies  however,  were 
not  immediately  directed  to  the  cru- 
elties attendant  on  these  develop- 
ments. Members  of  humane  socie- 
ties were  little  concerned  with  the 
epizootics  that  ravaged  cattle,  hors- 
es, and  hogs,  or  with  the  problems 
of  stock  that  died  for  lack  of  shelter 
and  fodder  on  the  plains.  Instead 
they  were  engrossed  in  mitigating 
the  cruelties  that  individuals  prac- 
ticed on  animals  in  cities.  They  de- 
voted themselves  to  apprehending 
and  prosecuting  cruel  offenders; 
providing  watering  places,  rest 
farms,  shelters  and  hospitals  for 
abused  and  sick  animals;  and  most 
important  developing  educational 
programs  designed  to  instill  tenets 
of  humane  behavior  in  children.  By 
1910  there  were  434  such  anti-cru- 
elty societies  in  the  United  States. 
Of  these,  247  were  organized  socie- 
ties for  the  protection  of  both  ani- 
mals and  children,  while  131  were 
founded  solely  for  the  protection  of 
animals.1 

The  anti-vivisection  movement, 
which  opposes  the  use  of  animals  in 
medical  experimentation,  has  its 
roots  in  this  broad  humanitarian 
movement.  Although  separate  in 
organization,  anti-vivisectionists  ini- 
tially drew  their  sustenance  and  sup- 
port from  the  membership  of  hu- 
mane societies  —  especially  from 
middle  class  women.  The  industrial- 
ization and  mechanization  that  con- 
tracted the  world  of  animals,  wid- 
ened the  world  for  the  middle  class 
woman  by  providing  her  with  ma- 
chines and  prepared  foods  that  in- 
creasingly released  her  from  the  ted- 
ium of  domestic  duties.  She  in  turn 
devoted  a  good  portion  of  her  new 
found  leisure  to  humanitarian  work. 
Such  activity  was  not  only  personal- 
ly gratifying,  but  also  gave  her  the 
opportunity  to  enter  the  world  of 
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politics  as  critic  and  most  important, 
in  a  socially  acceptable  manner. 

Henry  Bergh,  who  helped  father 
the  ASPCA  and  the  Society  for  the 
Prevention  of  Cruelty  to  Children, 
can  also  be  called  the  father  of  the 
anti-vivisection  movement  in  the 
U.S.  —  although  his  first  child  was 
stillborn.  In  1867  Bergh  presented 
an  anti-cruelty  bill  to  the  New  York 
State  Legislature  that  included  a 
proviso  against  animal  experimenta- 
tion. The  bill  passed  in  the  legisla- 
ture but  Bergh  failed  in  his  purpose 
because  the  New  York  State  Medi- 
cal Society  succeeded  in  tacking  on 
a  provision  to  the  final  clause  of  the 
bill  which  read,  "nothing  in  this  act 
shall  be  construed  to  prohibit  or  in- 
terfere with  any  properly  conducted 
scientific  experiments  or  investiga- 
tions, which  shall  be  performed  un- 
der the  authority  of  the  faculty  of 
some  regularly  incorporated  medical 
college  or  the  University  of  the  State 
of  New  York."2 

What  motivated  Bergh  in  these  ef- 
forts is  unknown.  There  was  pre- 
cious little  medical  experimentation 
in  New  York  at  the  time.  It  is  clear, 
however,  that  opposition  to  the  use 
of  animals  in  medical  experimenta- 
tion was  part  and  parcel  of  his 
thinking.  In  1 880  Bergh  returned  to 
the  fray  and  introduced  a  new  mea- 
sure that  has  since  been  character- 
ized as  the  first  American  Anti-Viv- 
isection Bill.  It  read: 

Every  person  who  shall  per- 
form or  cause  to  be  performed, 
or  assist  in  performing,  in  or 
upon  any  living  animal,  an  act 
of  vivisection  shall  be  guilty  of 
misdemeanor.  2.  The  term  viv- 
isection used  in  this  act  shall 
include  every  investigation  ex- 
periment, or  demonstration, 
producing,  or  of  a  nature  to 
produce,  pain  or  disease  in  any 
living  animal  including  the  cut- 
ting, wounding,  or  poisoning 
thereof,  except  when  the  same 
is  for  the  purpose  of  curing  or 
alleviating  some  physical  suf- 
fering or  disease  in  such  living 
animal,  or  in  order  to  deprive 
it  of  life  when  incurable.3 
Bergh's  new  bill  was  no  more  suc- 


cessful than  the  first.  It  aroused  such 
wide  scale  opposition  on  the  part  of 
medical  organizations  that  it  was 
killed  in  committee.  Three  years  lat- 
er, however,  the  first  American 
Anti-Vivisectionist  Society  was 
founded  in  Philadelphia  with  the 
stated  object  of  restricting  and  pre- 
venting the  injudicious  and  needless 
infliction  of  suffering  upon  animals 
under  the  pretense  of  medical  or 
scientific  research.  In  the  years  that 
followed  the  anti-vivisectionist 
movement  remained  moribund.  It 
was  not  until  the  end  of  the  19th 
century,  and  then  largely  under  the 
impact  of  the  growing  acceptance  of 
experimental  physiology,  experi- 
mental pathology  and  bacteriology 
as  necessary  disciplines  in  the  train- 
ing of  physicians,  that  the  movement 
took  on  new  life.  This  life  was  natu- 
rally manifest  in  the  increasing  pro- 
liferation of  anti-vivisectionist  socie- 
ties in  various  states,  but  also  in  an 
almost  continual  agitation  before 
state  legislatures  and  the  Congress 
for  laws  either  to  regulate,  restrict, 
or  abolish  the  practice  of  animal  ex- 
perimentation. In  the  process,  the 
original  moral  issue  of  the  right  to 
engage  in  animal  experimentation 
became  the  cutting  edge  of  a  new 
debate  on  the  validity  of  contempo- 
rary developments  in  biological  and 
medical  sciences.  These  fears  and 
apprehensions  were  perhaps  best  ex- 
pressed by  one  of  the  Presidents  of 
the  New  York  Anti-Vivisectionist 
Society  at  the  beginning  of  the  twen- 
tieth century. 

What  is  the  way  of  salvation? 
It  seems  to  me  that  the  only 
real  way  to  freedom,  not  only 
for  the  sub-human  but  for  the 
human  as  well,  lies  in  getting 
away  from  the  unfortunate  and 
mistaken  idea  of  the  germ 
theory  of  disease,  with  its  filthy 
inoculations  of  poison  into 
healthy  blood  and  tissue.  Fun- 
damentally, our  work  and  our 
battle  are  there.  The  insanity  of 
serum  therapy  is  increasing  so 
rapidly  that  soon  no  one  will 
be  safe  from  the  infection  of 
any  and  every  kind  of  disease; 
the  blood  of  the  children  will 


be  impure  from  the  hour  of 
their  birth,  and  the  certain  sure 
retrogression  of  the  race  is 
bound  to  follow,  since  all  these 
results  from  serum  therapy  are 
cumulative,  and  we  have 
reached  the  natural  but  inevita- 
ble result  of  blood  pollution  by 
serum  therapy,  i.e.,  a  degener- 
ated race.4 

There  were  other  fears  which 
bear  comment,  there  were  the  fears 
that  experimental  medicine  raised  in 
the  minds  of  practicing  physicians 
and  put  some  of  them  in  support  of 
anti-vivisectionists.  One  such  physi- 
cian, Dr.  Matthew  Wood  of  Phila- 
delphia, not  only  questioned  the  va- 
lidity of  germ  theory,  he  was  equally 
concerned  with  the  changes  that  re- 
search was  making  within  the  medi- 
cal profession.  "I  hold,"  Wood  told 
a  Senate  investigating  committee, 
"that  a  man  to  comprehend  medi- 
cine in  its  broad,  philosophic  entire- 
ty must  either  be  an  enlightened  lay- 
man or  a  physician,  knowing  every 
branch  of  medicine,  and  not  a  mere 
specialist,  who  sometimes  because 
of  the  very  limitations  of  his  special- 
ty, is  inadequately  acquainted  with 
but  one.  The  mere  medical  special- 
ist, even  if  his  specialty  includes  viv- 
isection should  no  more  be  consid- 
ered a  physician  than  the  mere  fash- 
ioner of  boxes  a  cabinet  maker,  or 
the  man  who  merely  builds  stairs  or 
lays  floors  an  architect.  I  mention 
this  because  I  want  to  emphasize  the 
fact  that  the  medical  specialist  in 
vivisection,  perhaps  more  than  other 
specialists  is  apt  to  presumptuously 
exalt  his  office."5 

Initially,  these  and  other  issues 
raised  by  anti-vivisectionists  were 
contested  by  individual  prominent 
physicians  or  medical  scientists. 
Thus  in  1896,  when  the  Massachu- 
setts Society  for  the  Prevention  of 
Cruelty  to  Animals  went  before  the 
Massachusetts  State  Legislature  for 
restrictive  legislation  on  animal  ex- 
perimentation, Professor  Nathanial 
Bowditch  of  Harvard  alerted  the 
Massachusetts  Medical  Society  and 
secured  their  support  in  lobbying 
against  the  bill.6  In  1900  when 
Senator  Gallinger  of  New   Hamp- 
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shire  tried  to  push  through  an  act 
regulating  animal  experimentation 
in  the  District  of  Columbia,  Dr. 
William  Welch  of  Johns  Hopkins  in- 
vited Drs.  William  Osier,  William 
Keen,  Robert  Hare,  George  Stern- 
berg and  other  prominent  physicians 
and  medical  teachers  to  join  him  in 
opposing  the  bill.  Although  their 
testimony  effectively  quashed  Gal- 
linger  it  did  not  halt  the  anti-vivisec- 
tionists.7  As  anti-vivisectionist  agita- 
tion before  state  legislatures  bur- 
geoned, the  necessity  for  unified 
measures  to  cope  with  such  attacks 
became  increasingly  apparent  to 
medical  scientists  and  teachers.  In 
1908  following  a  savage  anti-viv- 
isectionist attack  against  The  Rock- 
efeller Institute,8  the  AMA  organ- 
ized a  Special  Defense  Committee  in 
support  of  Medical  Research.  The 
Chairman  of  that  Committee  was 
Professor  Walter  B.  Cannon.  He 
served  in  that  position  for  a  period 
of  18  years  and  in  truth  it  can  be 
said  that  during  this  period  he  di- 
rected the  struggle  against  anti-viv- 
isection in  the  United  States. 

The  tenets  that  guided  Cannon  in 
that  struggle  were  made  explicit  by 
him  in  an  article  in  the  JAMA  soon 
after  he  took  office.  They  were  not 
solely  in  defense;  they  were  in  fact  a 
ringing  affirmation  of  the  right  of 
medical  research  and  experimenta- 
tion. 

In  the  first  place,  the  investiga- 
tors object  to  any  step  tending 
to  check  the  use  of  animals  for 
medical  research.  They  main- 
tain that  such  interference  is 
not  justified  by  the  present 
treatment  of  the  experimental 
animal.  They  declare  that  the 
imagined  horrors  of  medical 
research  do  not  exist.  The  in- 
sane lust  for  blood,  the  callous- 
ness to  the  infliction  of  pain, 
which  are  attributed  to  the  ex- 
perimentors,  they  resent  as 
most  absurd  and  unjust  accusa- 
tions. Only  the  moral  degener- 
ate is  capable  of  inflicting  the 
torment  that  the  anti-vivisec- 
tionists  imagine.  No  one  who  is 
acquainted  with  the  leaders  in 
medical  research,  who  are  re- 


sponsible for  the  work  done  in 
the  laboratories,  can  believe 
for  a  moment  that  they  are 
moral  degenerates.  The  medi- 
cal investigators  further  main- 
tain that  judgment  should  be 
based  on  knowledge,  not  igno- 
rance. They  rightly  insist  that 
their  critics  are  ignorant  —  ig- 
norant of  the  conditions  of 
medical  research  and  ignorant 
of  the  complex  relations  of  the 
medical  sciences  to  medical 
and  surgical  practice,  and  they 
contend  that  these  critics  in 
their  ignorance  are  endeavor- 
ing to  stop  that  experimental 
study  of  physiology  and  pathol- 
ogy 
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Cannon  followed  this  declaration 
by  formulating  a  code  of  laboratory 
procedures  to  be  adopted  by  medi- 
cal schools  and  research  institutes. 
For  Cannon  the  code  served  a  two 
fold  purpose:  first  to  answer  the  crit- 
icisms made  by  anti-vivisectionists; 
second,  and  more  important,  to  per- 
suade other  interested  parties  that 
medical  scientists  were  not  averse  to 
self-policing  and  rational  regula- 
tion.10 Almost  immediately  Can- 
non found  himself  embroiled  in  an 
argument  with  William  James. 
Shortly  after  the  publication  of  the 
code,  James,  in  a  letter  to  the  Bos- 
ton Transcript,  attacked  medical  sci- 
entists for  fighting  against  regulation 
of  animal  experiments. 

Cannon's  outrage  is  perhaps  best 
expressed  in  a  letter  he  wrote  to  Dr. 
William  Keen,  then  the  dean  of 
American  surgery. 

As  soon  as  I  saw  the  copy  of 
the  letter  published  in  the  Bos- 
ton Transcript  I  at  once  wrote 
to  Professor  James  and  in- 
formed him  that  he  was  mis- 
taken as  to  the  attitude  of  the 
laboratories  toward  regulation, 
and  gave  him  the  facts.  He  has 
since  informed  me  that  he  did 
not  know  that  the  laboratories 
were  working  under  such  regu- 
lations as  I  cited.  My  corre- 
spondence with  him  is  now  in 
the  hands  of  Harvey  Cushing.  I 
have  answered  him  further  but 
in  an  impersonal  way  in  an  ad- 


dress which  I  gave  before  the 
Massachusetts  Medical  Society 
and  which  probably  will  be 
published  in  the  Boston  Medi- 
cal and  Surgical  Journal.  While 
I  recognize  that  anything  which 
I  write  is  certain  not  to  receive 
the  attention  which  Professor 
James'  letter  will  receive  I 
hope  that  the  information 
which  I  have  given  him  may  be 
used  to  offset  to  some  extent 
the  mis-information  which  he 
has  made  prominent.11 
Cannon's  remonstrance  apparent- 
ly had  little  effect.  Several  months 
later  he  informed  Keen. 

After  my  correspondence  with 
Professor  James  last  summer, 
calling  his  attention  to  mis- 
takes which  he  himself  later 
admitted,  you  will  be  interested 
to  know  that  he  has  permitted 
his  letter  to  the  Vivi-section 
Reform  Society  to  be  sent  out 
unchanged,  as  a  small  pam- 
phlet by  that  society.  I  have  not 
yet  had  opportunity  to  call  his 
attention  to  the  failure  on  his 
part  to  stick  close  to  the  facts, 
though  it  seems  to  me  that  after 
his  strictures  on  the  physiolo- 
gists I  can  do  so  with  some 
force.12 

Keen  was  not  as  even  tempered  as 
Cannon,  or  even  willing  to  carry  on 
the  debate  privately. 

"I  have  decided,"  he  told  Can- 
non, "to  write  a  letter  to  the 
Journal  of  Zoophily  and  also  to 
the  Abolitionist.  I  am  not  will- 
ing to  rest  under  the  imputa- 
tion of  falsifying  facts  —  in 
plain  language,  of  lying.  I  am 
much  astonished  at  Prof. 
James.13 

Initially,  the  adoption  of  Can- 
non's code  for  laboratory  experi- 
mentation by  medical  schools  pro- 
ceeded slowly  because  the  secretar- 
ies at  the  offices  of  the  AMA  had 
inexplicably  neglected  to  post  them. 
When  Cannon  discovered  this  over- 
sight he  personally  circularized  the 
deans  of  79  medical  schools  with  the 
code.14  In  March  of  1910,  in  a 
letter  written  to  Governor  Hughes  of 
New  York,  Cannon  told  of  the  re- 
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suits  of  his  circularization  of  code 
rules. 
Already  these  rules  are  adopt- 
ed and  enforced  in  the  labora- 
tories of  37  medical  schools 
and  institutes,  including  the 
largest;  already  22  other  medi- 
cal schools  have  asked  for 
more  copies  of  the  rules  and 
have  expressed  a  willingness  to 
cooperate  with  the  Council. 
Before  the  year  ends  these  reg- 
ulations will  probably  be  en- 
forced in  all  the  medical  labo- 
ratories in  the  United  States.  It 
is  the  conviction  of  members  of 
the  Council  that  the  regulations 
probably  do  not  change  in  any 
respect  the  already  careful  con- 
ditions under  which  animal  ex- 
perimentation is  carried  on; 
they  do  indicate,  however,  to 
new-comers  in  the  laboratories 
and  to  interested  and  intelli- 
gent people,  the  intent  of  the 
investigators  and  the  precau- 
tions which  they  take  against 
suffering.15 

Basically  Cannon's  work  for  the 
Council  for  the  Defense  of  Medical 
Research  was  both  educational  and 
political.  I  would  like  here  to  speak 
briefly  of  some  of  his  activities  in 
these  areas.  One  of  Cannon's  first 
acts  as  chairman  of  the  Council  was 
to  ask  various  leaders  in  the  fields  of 
medicine,  surgery,  physiology,  and 
bacteriology  to  write  authoritative 
papers  for  physicians  showing  pre- 
cisely how  experiments  on  animals 
served  to  advance  the  practice  of 
medicine  and  surgery.16  Some 
thirty  papers  in  all  were  written. 
When  they  appeared,  some  members 
of  the  AMA  thought  they  were  too 
technical  and  not  popular  enough. 
In  reply  Cannon  pointed  out  that 
the  original  purpose  of  these  articles 
was  to  instruct  the  physician,  so  that 
he  in  turn  could  instruct  the  pub- 
lic.17 In  Cannon's  view  the  in- 
struction of  the  practicing  physician 
was  all  important. 

"As  you  well  know,"  he  told 
Dr.  Keen,  "the  average  physi- 
cian is  not  well  enough  ac- 
quainted with  the  history  of 
medicine  to  be  aware  of  the 


HEW  TORE, —  HENTtV    BEROB   ADDBSSSINO   A  LEaiSLATTYE  OOHMTTntE  OH  "  YTYI3EOTION, "  AT  ALBANY,— FROM  SKETCHES  BY  W,  PARKER   BODFIBH, SEE  PACE  22. 


source  of  the  devices  he  uses 
almost  daily  in  the  treatment  of 
the  sick.  We  felt  that  it  was 
first  of  all  desirable  that  the 
physicians  should  be  instruct- 
ed. If  our  papers  have  been  too 
technical  for  the  physicians,  I 
see  no  way  of  obviating  that 
defect  except  by  their  further 
education.  Certainly  they 
should  be  able  to  read  such  as 
has  been  described  in  this  se- 
ries. You  can  see  that  if  we  had 
published  simply  pamphlets 
with  unsubstantiated  statement, 
written  in  very  popular  lan- 
guage, they  would  not  be  suita- 
ble for  the  Journal  of  the 
American  Medical  Associa- 
tion. We  should  therefore  not 
have  the  chance  to  bring  these 
matters  before  the  doctors  of 
the  country,  and  we  should  be 
merely  repeating  the  tactics  of 
the  antivivisectionists  who  put 
out  similar  statements  without 
giving  exact  references  to  their 
authorities."18 

Cannon,  however,  was  well  aware 
of  the  importance  of  popularization 
and  more  especially  of  using  news- 
papers and  large  circulation  maga- 
zines for  such  purposes.19  Both  he 
and  Keen,  who  served  as  his  mentor, 
made  extraordinary  efforts  to  per- 


suade both  editors  and  publishers  to 
print  articles  and  stories  favor- 
able to  medical  experimentation.20 
They  were  not  always  successful  and 
once  ran  into  a  road  block  with  the 
editors  of  both  the  New  York  Post 
and  the  Nation.  When  Keen  learned 
that  the  road  block  was  Mrs.  Henry 
Villard  he  went  up  like  a  sputtering 
rocket. 

I  was  told  by  a  very  well  in- 
formed, intelligent  woman  yes- 
terday that  the  New  York  Eve- 
ning Post  and  the  New   York 
Nation   have   practically  been 
muzzled  in  the  defense  of  viv- 
isection by  reason  of  the  fact 
that  the  mother  of  the  owner  of 
both  these  journals  is  a  rabid 
anti-vivisectionist.  This  is  the 
more   astonishing  to  me,   be- 
cause both  of  these  journals  are 
such    strenuous    advocates    of 
journalistic  independence.  I  see 
myself  no  difference  between 
the  control  of  a  mother  and  the 
control  of  an  advertiser.21 
Pressure,   however,   was   not  al- 
ways a  bad  thing,  especially  when 
successfully  brought  to  bear  against 
a    recalcitrant    publisher.    Several 
years  after  Cannon  and  Keen's  run- 
in  with  Mrs.  Villard,  the  Washing- 
ton Post  published  a  blistering  edi- 
torial against  animal  experimenta- 


tion.  Cannon  and  the  Council  for 
Medical  Research  feared  that  the 
editorial  would  lead  to  a  new  at- 
tempt at  national  restrictive  legisla- 
tion.22 This  time  Keen  was  able 
to  calm  their  fears. 

I   dined  with   Cushing  before 
the  S.  Weir  Mitchell  Lecture 
on  Wednesday  night  and  talked 
with  him  about  the  editorial  in 
the   Washington  Post.  He  was 
much  stirred  up  about  it,  be- 
cause   he   says   that   he    him- 
self   operated    in    the    night 
on     the      McLean     so-called 
$10,000,000  baby  and  saved 
its   life.    Mr.    McLean    is   the 
owner  of  the  Washington  Post. 
Mr.    McLean    is    also    under 
some  obligation  to  Finney,  the 
nature  of  which  I  do  not  at  the 
moment  remember,  but  Cush- 
ing is  to  stir  up  Finney,  and 
both  of  them  to  try  and  influ- 
ence the  Post  through  the  own- 
er of  the  journal.23 
While  much  of  Cannon's  educa- 
tional work  was  devoted  to  the  in- 
struction of  physicians  on  the  value 
of  medical  experimentation,  a  not 
inconsiderable  portion  went  to  cor- 
recting errors  of  fact  as  they  ap- 
peared in  various  anti-vivisectionist 
traveling  exhibits  and  journals.  In 
most   of  these   exchanges    Cannon 
contented  himself  with  reciting  facts 
in   a  dispassionate   manner  —  on 
several  occasions,  however,  he  lost 
his   temper.   Once,   the  Journal  of 
Zoophily,      an      anti-vivisectionist 
magazine,     published     a     bulletin 
claiming  that  Sir  Frederick  Treves 
had  said  that  vivisection  was  of  little 
value  to  science.  In  reply  Cannon 
pointed  out  that  the  quotation  used 
was  out  of  context  and  that  Sir  Fred- 
erick was  in  fact  an  ardent  supporter 
of  animal  experimentation,  sending 
a  copy  of  a  statement  by  Sir  Freder- 
ick to  that  effect.24  The  editor  of 
the  Journal  was  not  impressed. 
"As  a  loyal  Harvard  man,"  he 
replied,   "I   am  heartily  sorry 
that  my  university  is  so  promi- 
nent in  a  practice  which  is  typi- 
cal of  an  age  of  materialism, 
greed,  selfishness,  competition 
and  war  and  I  hope  to  live  to 


see  the  day  when  Harvard  shall 
abandon  vivisection  as  some- 
thing unworthy  of  an  institu- 
tion which  purposes  to  be  the 
herald  of  light."2*5 
Once  more  Cannon  carefully  out- 
lined   what    Sir    Frederick    Treves 
said.  The  last  paragraph  of  his  let- 
ter, however,  carried  a  sting. 
Such  are  the  facts  in  the  case. 
The  Editors  of  the  Journal  of 
Zoophily  by  declaring  that  "Sir 
Frederick  Says  Vivisection  is 
of  Little  Value  to  Science,"  are 
placed  by  these  facts  very  defin- 
itely in  the  position  of  falsifiers 
of  the  obvious  truth.  You,  as  a 
"loyal  Harvard  man,"  I  invite 
to  observe  the  word  which  you 
will  find  on  the  three  books  of 
the  Harvard  seal.  Lest  you  may 
not  have  noted  it,  I  will  inform 
you  that  it  is  "Veritas."26 
From  the  beginning  of  his  work 
with  the  Council  for  the  Defense  of 
Medical  Research,  Cannon  believed 
that  educational  work  against  anti- 
vivisectionists    would    go    forward 
more  expeditiously  if  the  Council 
was  buttressed  by  an  organization  of 
laymen.  In  this  he  was  guided  by  the 
experience  of  the  English  Research 
Defense      Council.27      The      idea 
however,  would  not  take  root.  Keen, 
for  example,  thought  an  organiza- 
tion of  laymen  would  lead  to  the  in- 
troduction   of    extraneous    politics 
that  in  the  end  would  destroy  the 
council.28    Although    Keen's    views 
prevailed,     Cannon     continued     to 
campaign   for   his   proposal.   After 
World  War  I  he  raised  the  question 
with  Keen  again. 

I  have  written  to  Whipple  for 
his  opinion  and  that  of  Wilbur 
and  others,  regarding  the  desir- 
ability of  establishing  a  lay  so- 
ciety for  the  protection  of  med- 
ical research.  It  happens  that 
while  I  was  in  Chicago  last 
week,  we  seriously  considered 
the  establishment  of  a  popular 
health  journal  which  would  be 
of  interest  not  only  to  public- 
spirited  medical  men,  but  also 
to  intelligent  and  interested 
laymen.  The  establishment  of 
the  journal  would  be  coincident 


with  the  establishment  of  sec- 
tions on  preventive  medicine  in 
state  and  county  medical  socie- 
ties with  a  proviso  for  associate 
membership  on  the  part  of  lay- 
men. If  this  plan  goes  through, 
a  popular  health  journal  with  a 
very  large  circulation  would  be 
the  result.  I  am  rather  inclined 
to     think     that     by    diffusing 
through  such  channels  knowl- 
edge of  the  relations  of  animal 
experimentation  to  preventive 
and    curative     medicine,     we 
should    accomplish    quite    as 
much  as  could  be  accomplished 
by  a  special  organization,  and 
with  probably  less  stirring  of 
fanatical  feeling.29 
This  time  Keen  offered  no  objec- 
tions and  Cannon  went  ahead  en- 
couraging young  instructors  at  Har- 
vard to  organize  such  a  society.30  I 
do  not  know  what  eventually  hap- 
pened at  Harvard  but  the  agitation 
at  the  AMA  eventuated  in  the  estab- 
lishment of  the  magazine  Hygeia, 
which  serves  to  this  day  for  the  in- 
struction of  the  lay  public  on  a  vari- 
ety of  medical  problems. 

One  of  the  mythologies  about 
Cannon  is  that  he  was  naive  in  poli- 
tics. He  was  about  as  politically 
helpless  as  a  frugal  housewife  let 
loose  at  a  sale  in  Filene's  basement. 
It  is  fair  to  say  that  Cannon's  de- 
fense of  medical  research  not  only 
schooled  him  in  understanding  the 
mechanism  and  process  of  govern- 
ment but  also  in  the  art  of  pressure 
politics  and  political  debate.  Anti- 
vivisectionist  political  debate  was 
about  as  shrill  and  fierce  as  any  to- 
day. One  measure  of  the  ferocity  of 
such  debate  and  the  planning  of  po- 
litical action  against  anti-vivisection- 
ists  can  be  gleaned  from  an  ear!\  e\- 
change  between  Keen  and  Cannon. 

Dear  Dr.  Cannon, 
A  week  ago  last  night  a  num- 
ber of  us  went  to  Harrisburg 
and  knocked  out  the  antiviv- 
isection  bill  here.  I  had  the 
pleasure  of  hearing  myself, 
with  the  other  advocates  of  viv- 
isection, designated  by  a  ver\ 
attractive,  and  I  should  think 
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personally,  charming  woman, 
as  "hyenas"!  I  have  not,  how- 
ever, borne  her  any  malice  as  a 
result  of  it! 

Yours  very  truly, 
Dr.  Keen31 

Dear  Dr.  Keen, 

You  have  my  heartiest  congrat- 
ulations on  the  success  of  your 
efforts  at  Harrisburg.  This 
morning  I  learned  from  Erlan- 
ger  at  Madison,  Wisconsin, 
that  a  wide-spread  effort  was 
being  made  to  introduce  legis- 
lation quietly  in  the  various 
states,  and  that  by  chance  the 
Wisconsin  bill  had  been  dis- 
covered. I  have  written  a  circu- 
lar letter  giving  the  main  points 
against  such  legislation,  and 
urging  an  active  campaign 
against  this  hostile  legislation. 
This  letter  will  be  sent  at  once 
to  the  deans  of  all  the  medical 
schools  in  the  country,  and  to 
the  auxiliary  members  of  the 
Council  of  Medical  Legislation 
of  the  American  Medical  Asso- 
ciation. If  Erlanger's  informa- 
tion is  correct,  the  contest  is 
taking  on  suddenly  national 
proportions.32 

It  is  of  some  interest  that  these 
particular  political  warriors  were  not 
schooled  by  politicians  but  rather  by 
the  problems  that  they  faced.  The 
weapons  they  used  were  those  that 
the  profession  of  medicine  provided. 
These  it  might  be  added  were  unique 
for  pressure  politics.  When  Keen, 
for  example,  learned  that  President 
William  Howard  Taft  at  Mrs.  Taft's 
insistance  had  lent  his  name  as 
sponsor  to  a  meeting  of  the  Interna- 
tional Humane  Society  where  several 
anti-vivisectionist  resolutions  were 
to  be  offered,  Keen  immediately 
grasped  the  import  of  the  move,  and 
using  his  professional  connection  as 
surgeon  to  Taft  called  upon  him  to 
withdraw.  The  President  agreed.33 
Two  years  later  Keen  reminded 
Cannon  that  if  a  similar  problem 
were  to  come  up  with  President- 
elect Wilson  to  call  on  him  for  help. 
President-elect  Wilson  I  know 
still  better.  He  is  an  old  friend 


for  perhaps  twenty-years,  when 
he  was  originally  here  as  Pro- 
fessor of  History  at  Bryn 
Mawr.  I  did  a  slight  operation 
about  a  year  ago  on  Mrs.  Wil- 
son and  about  seven  years  ago 
I  operated  on  two  of  his  three 
daughters,  both  operations  of 
gravity,  one  of  them  of  the  ut- 
most gravity.  During  the  oper- 
ation the  hemorrhage  was  so 
severe  that  I  almost  feared  I 
should  not  be  able  to  control  it. 
The  entire  night  after  the  oper- 
ation I  had  one  of  my  assistants 
sitting  at  her  bedside  ready  for 
any  emergency  of  secondary 
hemorrhage.  Fortunately  both 
of  them  recovered  and  are  per- 
fectly well.  Such  an  experience 
brings  a  surgeon  very  close  to 
the  father  and  mother.  I  can  go 
to  President  Wilson  as  I  would 
go  to  you  and  talk  with  him 
freely  in  reference  to  any  mat- 
ter in  which  I  may  be  interest- 
ed. I  do  not  specifically  know 
anything  of  his  views  as  to  viv- 
isection, but  he  is  so  very  sensi- 
ble a  man  that  I  have  no  doubt 
he  is  on  the  right  side.  More- 
over, I  have  little  doubt  that  I 
could  persuade  him  not  to  take 
any  action  which  would  be  hos- 
tile to  medical  research  and 
medical  progress.  Of  course 
this  is  for  your  own  eye  only, 
but  if  you  need  my  help  any 
time,  all  that  you  have  to  do  is 
to  call  on  me.34 

Although  Cannon  understood  the 
need  and  uses  of  pressure  politics, 
they  did  not  mesmerize  him  nor  did 
he  let  them  impinge  on  his  ideals  of 
what  constituted  the  democratic 
process.  Thus  when  Dr.  Hare,  one 
of  the  early  leaders  in  the  defense  of 
medical  experimentation,  counseled 
that  the  fight  against  the  anti-viv- 
isections be  conducted  exclusively 
through  use  of  political  influence, 
Cannon  voiced  his  opposition  in  a 
letter  to  Keen. 

When  we  first  began  our  cam- 
paign of  enlightment  through 
publications  in  the  Journal,  he 
[Hare]  wrote  to  me  declaring 
that  we  were  wholly  on  the 


wrong  track  and  that  the  way 
to  get  results  was  through  the 
exercise  of  political  influences. 
I  am  sure  that  this  is  a  very  un- 
democratic and  hazardous 
mode  of  procedure  and  one 
which  is  becoming  "less  practi- 
cal" each  day,  as  people  are 
more  and  more  realizing  how 
their  representatives  have  been 
manipulated  by  influential  in- 
dividuals. If  it  seems  to  you  de- 
sirable that  I  make  a  frank 
statement  of  my  views  to  Dr. 
Hare,  I  will  do  so,  though  I 
have  already  done  so  in  answer 
to  the  letter  he  sent  me.35 
Cannon's  experimental  work  at 
the  time  was  heavy  and  absorbing, 
but  he  somehow  found  ways  and 
means  to  carry  out  political  activity 
on  behalf  of  the  Council  for  the  De- 
fense of  Medical  Research.  On 
March  5,  19 1 5  he  wrote  to  Keen. 
You  will  be  interested  to  know 
that  a  bill  prohibiting  opera- 
tions on  dogs  was  introduced 
into  the  Massachusetts  Legisla- 
ture and  after  a  hearing  had 
been  given,  the  Committee  vot- 
ed that  the  petitioners  for  the 
legislation  be  given  "leave  to 
withdraw."  At  the  hearing  we 
had  an  interesting  tryout  of  the 
new  group  of  young  men  here 
in  the  Medical  School  — 
Cushing,  Reid  Hunt,  Joslin, 
Frothingham,  Edsall  and  my- 
self —  with  none  of  the  old 
guard  to  help.  As  a  first  at- 
tempt, I  think  we  did  very 
well.36 

This  particular  venture  into  legis- 
lative action  had  its  light  moments 
as  a  subsequent  letter  from  Cannon 
to  Keen  reveals. 
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March  27,  1915 

Dear  Dr.  Keen: 

My  best  thanks  for  your  kind- 
ness in  sending  me  the  corre- 
spondence with  Mrs.  Hender- 
son. She  is  almost  too  "easy." 
At  the  hearing  at  the  State 
House  on  the  dog  bill,  she 
arose  and  in  the  blandest  and 
mildest  tones  informed  the  leg- 
islators that  she  had  in  her 
hands  the  account  of  an  experi- 
ment performed  on  a  dog  at  the 
Harvard  Medical  School  by 
Cushing  and  Weed  —  an  ex- 
periment the  account  of  which 
was  so  horrible  that  she  could 
not  bear  to  read  its  details  to 
the  Committee.  She  said  that 
she  would  only  mention  that 
the  dog  made  80  pants  a  min- 
ute, and  that  the  experiment 
lasted  5Vi  hours.  She  multi- 
plied 80  by  60  and  that  by  5Vi 
and  then  told  the  Committee 
the  total  number  of  pants  made 
by  the  dog  during  the  entire 
period.  The  only  thing  that  she 
drew  the  line  at  was  the  divi- 
sion of  the  product  by  2  in  or- 
der to  determine  the  number  of 
pairs  of  pants  made  by  the  ani- 
mal. You  should  have  seen  her 
face  when  I  called  on  Cushing 


to  speak.  Such  a  surprised 
woman  you  could  not  imagine. 
Cushing  very  clearly  explained 
the  purpose  of  the  experiment 
and  furthermore,  stated  that 
the  animal  was  under  thorough 
anesthesia  throughout  the  ex- 
periment, and  that  the  depth  of 
anesthesia  had  to  be  so  great  as 
to  prevent  any  sort  of  reflex 
motion  in  order  that  there 
might  be  proper  and  uncompli- 
cated results.  When  I  pointed 
out  later  that  Mrs.  Henderson 
had  failed  to  state  that  the  first 
words  in  the  protocol  which 
she  mentioned,  were  "intratra- 
cheal anesthesia"  which  meant 
to  us  that  the  animal  was  re- 
ceiving a  constant  blast  of 
ether-laden  air,  she  said  that 
she  understood  that  they  meant 
anesthesia  of  the  trachea  but 
not  necessarily  the  rest  of  the 
body!  We  shall  have  more  fun 
with  her,  I  am  sure,  as  years  go 
by. 

With  best  wishes. 

Yours  Cordially, 

Walter  B.  Cannon37 

In  the  years  following  World  War 
I  Cannon,  as  an  old  political  hand, 
general  led  the  wars  against  the 
anti-vivisectionists  in  California  in 
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1920  and  in  Colorado  in  1923.38 
In  each  instance  the  legislative 
struggle  was  preceded  by  a  cam- 
paign of  intensive  education;  in  each 
instance  Cannon  was  successful. 
These  were  to  be  his  last  campaigns. 
On  February  8,  1926,  he  confessed 
to  Keen  that  he  had  resigned  from 
the  Committee  for  the  Protection  of 
Medical  Research. 

I  am  going  to  confess  some- 
thing which  may  shock  you  but 
which  I  trust  you  will  approve 
on  thinking  it  over.  Some 
weeks  ago  I  sent  to  the  Secre- 
tary of  the  A.M.  A.  my  resigna- 
tion as  chairman  of  the  Com- 
mittee on  the  Protection  of 
Medical  Research.  My  reasons 
for  doing  so  were  that  I  had 
served  in  that  position  for  sev- 
enteen years  and  had  begun  to 
feel  the  burden  of  it  and  also 
that  it  seemed  to  me  desirable 
to  have  a  younger  man  being 
trained  to  take  over  the  job 
while  I  was  still  at  hand  to  con- 
tribute such  advice  and  infor- 
mation as  would  be  useful.  I  do 
not  expect  to  be  any  the  less  in- 
terested in  our  campaign,  but 
my  move  will  relieve  me  of  the 
responsibility  for  organization 
and  for  close  watching  of  the 
situation  over  the  country.  The 
existence  of  the  Association  for 
Medical  Progress  led  me  to  feel 
also  that  I  might  relinquish  the 
task  which  I  had  been  perform- 
ing with  some  degree  of  assur- 
ance that  it  could  be  done  quite 
safely.39 

Dr.  Cannon  won  his  many  wars 
against  the  anti-vivisectionists.  I 
need  not  tell  this  audience  that  in 
the  end  he  succumbed  to  the  ravages 
of  mycosis  fungoides  brought  on  by 
his  exposure  to  x-ray  in  his  medical 
experiments.  A  heartless  anti-vivi- 
sectionist  imagining  horrors  in  Can- 
non's laboratory  might  have  mut- 
tered, "justice  for  the  animals  he 
tortured."  I  am  more  impressed  by 
the  knowing  and  loving  care  that 
generations  of  physicians  whom  he 
taught  and  disciplined  in  the  ex- 
perimental method  have  since 
shown  their  patients. 
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Dr.  Benison  is  professor  of  the  his- 
tory of  medicine  and  head  of  the 
department  at  the  University  of 
Cincinnati. 
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W.  Keen,  Nov.  12,  1909. 
William  W.  Keen  to  Walter  B. 
Cannon,  Nov.  13,  1909. 
Walter  B.  Cannon  to  William 
W.  Keen,  Feb.  21,  1910.  Walter 
B.  Cannon  to  William  W.  Keen, 
Mar.  12,  1910. 

Walter  B.  Cannon  to  Governor 
Charles  Evans  Hughes,  Mar. 
19,  1910. 

Walter  B.  Cannon  to  William 
W.  Keen,  Dec.  13,  1909.  One 
of  the  first  papers  in  this  series 
was  Pres.  Charles  Eliot's  Ether 
Day  address  of  1909,  a  ringing 
defense  of  medical  experimenta- 
tion. 

See  the  exchange  on  this  point 
in  William  W.  Keen  to  Walter 
B.  Cannon,  Jan.  3,  1910;  and 
Walter  B.  Cannon  to  William 
Keen,  Jan.  10,  1910. 
Walter  B.  Cannon  to  William 
W.  Keen,  Mar.  12,  1910. 
The  Council  for  the  Defense  of 
Medical  Research  very  early 
formed  a  special  press  bureau 
to  aid  them  in  their  work.  Wil- 
liam W,  Keen  to  Walter  B. 
Cannon,  Feb.  14,  1910. 
Their  efforts  to  persuade  Norman 
Hapgood  of  Collier's  Magazine 
and  Col.  Harvey  of  Harper's 
can  be  followed  in  Walter  B. 
Cannon  to  William  W.  Keen, 
Mar.  11,  1910,  March  19,  1910. 
See  also  William  W.  Keen  to 
Walter  B.  Cannon,Nov.28, 1910. 
William  W.  Keen  to  Walter  B. 
Cannon,  March  7,  1910.  Walter 


B.  Cannon  to  William  W.  Keen, 
Mar.  8,  1910. 

22.  New  York  American,  Feb.  17, 
1914;  Washington  Post,  Feb. 
18,  1914;  William  W.  Keen  to 
Walter  B.  Cannon,  Feb.  20, 
1914;  Walter  B.  Cannon  to 
William  W.  Keen,  Feb.  26, 
1914. 

23.  William  W.  Keen  to  Walter  B. 
Cannon,  Feb.  27,  1914. 

24.  Walter  B.  Cannon  to  The  Edi- 
tors of  the  Journal  of  Zoophily, 
July  11,  1916. 

25.  Robert  R.  Logan  to  Walter  B. 
Cannon,  July  12,  1916. 

26.  Walter  B.  Cannon  to  Robert  R. 
Logan,  July  14,  1916. 

27.  William  W.  Keen  to  Stephen 
Paget,  Dec.  17,  1913. 

28.  Walter  B.  Cannon  to  Richard 
Pearce,  Dec.  12,  1913. 

29.  Walter  B.  Cannon  to  William 
W.  Keen,  Nov.  17,  1920. 

30.  William  W.  Keen  to  Walter  B. 
Cannon,  Nov.  18,  1920.  Walter 
B.  Cannon  to  William  W.  Keen 
Dec.  22,  1920;  Nov.  28,  1921; 
Dec.  5,  1921. 

3 1 .  William  W.  Keen  to  Walter  B. 
Cannon,  Mar.  10,  1909. 

32.  Walter  B.  Cannon  to  William 
W.  Keen,  Mar.  12,  1909. 

33.  See  especially  William  W.  Keen 
to  Walter  B.  Cannon,  June  28, 
1910;  June  29,  1910;  Walter 
B.  Cannon  to  William  W.  Keen, 
June  30,  1910;  William  W. 
Keen  to  Walter  B.  Cannon,  Nov. 
3,  1910. 

34.  William  W.  Keen  to  Walter  B. 
Cannon,  Nov.  12,  1912. 

35.  Walter  B.  Cannon  to  William 
W.  Keen,  Jan.  1,  1914. 

36.  Walter  B.  Cannon  to  Willia'm 
W.  Keen,  Mar.  5,  1915. 

37.  Walter  B.  Cannon  to  William 
W.  Keen,  Mar.  27,  1915. 

38.  For  material  on  the  California 
campaign  see  Walter  B.  Cannon 
to  William  W.  Keen,  May  10, 
1920;  May  12,  1920;  May  17, 
1920;  William  W.  Keen  to 
Walter  B.  Cannon,  Oct.  6,  1920; 
Walter  B.  Cannon  to  William 
W.  Keen,  Oct.  7,  1920;  William 
W.  Keen  to  Walter  B.  Cannon, 
Nov.  13,  1920;  Walter  B.  Can- 
non to  William  Keen,  Nov.  15, 

1920,  Nov.  29,   1920,  July  8, 

1921.  The  Colorado  Campaign 
can  be  followed  in  Walter  B. 
Cannon  to  William  W.  Keen, 
Feb.  24,  1922;  William  Keen  to 
Walter  Cannon,  Feb.  25,  1922; 
Walter  B.  Cannon  to  William 
W.  Keen,  Feb.  27,  1922. 

39.  Walter  B.  Cannon  to  William 
W.  Keen,  Feb.  8,  1926. 
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AvuncuIar  Interest 


The  Alumni  Association  has  al- 
ways taken  an  avuncular  if  not  a  pa- 
ternal interest  in  the  welfare  of  the 
undergraduates  at  the  School.  Mani- 
festations of  their  concern  have  var- 
ied from  providing  social  entertain- 
ment such  as  the  dinner  and  dance 
for  seniors  on  Internship  Announce- 
ment Day  —  to  major  undertakings, 
for  example,  raising  the  funds  which 
built  Vanderbilt  Hall  and,  more  re- 
cently, their  magnificent  support  of 
the  Program  for  Harvard  Medicine. 
In  recent  years  the  moneys  received 
from  annual  giving  have  been  chan- 
nelled where  they  seemed  to  be 
needed  most,  namely,  into  student 
scholarships.  These  funds  are  now 
in  excess  of  $250,000  a  year  and  are 
what  make  it  possible  for  many  stu- 
dents to  meet  the  increased  costs  of 
living  and  tuition  at  Harvard. 

In  spite  of  this  manifest  interest 
on  the  part  of  the  alumni  in  the  un- 
dergraduates, there  has  been  little 
actual  communication  between  the 
two  groups.  It  appears  that  in  fact 
many  students  are  not  aware  that 
most  of  the  scholarships  provided 
have  come  out  of  the  pockets  of 
their  predecessors  at  the  Medical 
School. 

Steps  are  now  being  taken  to 
bridge  the  communications  gap. 
Presidents  of  the  Medical  School 
classes  were  invited  to  attend  the 
most  recent  meeting  of  the  Alumni 
Council  and  contributed  importantly 
to  the  discussion.  The  students,  in 
turn,  have  invited  representatives  of 
the  Alumni  Association  to  attend 
meetings  of  the  Student-Faculty 
Council. 

Already,  two  suggestions  emerg- 
ing from  these  discussions  are  being 
put  into  action.  In  order  to  distin- 
guish more  clearly  the  alumni  schol- 
arships and,  at  the  same  time,  to  add 
a  slightly  more  personal  touch,  it  is 


proposed  to  identify  each  such 
scholarship  with  a  given  class  and 
have  it  come  to  the  recipient  with  a 
letter  from  the  class  agent.  For  ex- 
ample, if  HMS  1950  had  $50,000 
available,  it  could  underwrite  ten 
$5,000  scholarships  in  the  name  of 
that  class.  At  least  the  student  will 
know  to  whom  to  be  grateful  for  this 
beneficience  and  at  best  he  will  be 
inspired  to  carry  on  the  tradition  af- 
ter he  has  arrived  at  the  status  of  an 
ex -student. 

The  second  suggestion  is  to  seek  a 
way  to  bring  students  into  contact 
with  physicians  who  are  engaged  in 
the  private  practice  of  medicine  in 
the  community.  The  time  has  passed 
when  the  clinical  teaching  is  the  re- 
sponsibility of  the  most  distin- 
guished practitioners  in  the  com- 
munity. Now  that  the  clinical  faculty 
has  become  virtually  full-time,  the 
only  chance  the  undergraduate  has 
of  getting  a  first-hand  impression  of 
what  is  involved  in  the  professional 
practice  of  medicine  away  from  a 
teaching  center  is  by  signing  up  for 
one  of  the  three  clinical  preceptor- 


ships  that  are  now  being  offered  for 
the  first  time.  These  will  provide  a 
valuable  experience  to  a  limited 
number,  but  to  our  group,  it  seems 
desirable  for  all  undergraduates  to 
be  given  the  opportunity  to  see  how 
medicine  is  practiced  by  spending 
one  full  day  at  the  side  of  a  physi- 
cian attending  his  rounds  and  office 
practice.  It  was  felt  that  only  by 
such  intimate  exposure  could  real 
insight  be  gained  into  the  problems 
to  be  faced,  the  decisions  to  be 
made,  the  frustrations  and  the  satis- 
factions of  medical  practice.  In  no 
sense  is  the  proposed  program  in- 
tended to  influence  students  toward 
any  particular  career.  Its  aim  is 
merely  to  fill  a  gap  that  has  been  left 
by  the  departure  from  the  clinical 
faculty  of  most  of  the  physicians  en- 
gaged in  private  practice. 

At  a  time  when  the  demand  for 
medical  service  is  at  an  all-time 
high,  it  is  surely  appropriate  to  al- 
low students  a  glimpse  of  what  med- 
ical practice  is  like. 

Within  the  next  few  weeks  a  test 
run  will  be  made  in  which  each  of 
about  a  dozen  students  will  spend  a 
day  with  a  Harvard  alumnus  in  his 
practice;  depending  on  the  reactions 
of  all  concerned,  the  program  will 
be  broadened  to  include  more  stu- 
dents or  it  will  be  modified,  or  per- 
haps, abandoned. 

James  M.  Faulkner  '24 
President,  HMAA 


REqARdiNq  Ouestjonnajres 


Of  all  the  devices  that  have  been 
elaborated  to  extract  information 
from  considerable  numbers  of  per- 
sons, the  questionnaire  may  be  one 
of  the  most  pertinent  or  the  most 
impertinent;  the  most  useful  or  the 
most  useless.  A  word  filched  from 
the  French,  it  is  tersely  defined  as  "a 
set  of  questions  for  obtaining  statis- 
tically useful  or  personal  informa- 
tion from  individuals."  British  brev- 
ity prefers  "questionary"  with  more 
syllables  but  fewer  letters. 

The  questionnaire  is  so  ubiqui- 


tous, however,  it  has  become  such  a 
universal  agent  of  interrogation  that 
early  this  year  the  Bulletin  felt 
obliged  to  resort  to  it  to  demonstrate 
its  own  reckless  disregard  of  conse- 
quences —  its  derring-do  in  the  face 
of  possible  reprisals.  It  decided,  as 
Sir  Walter  Scott  so  delicately 
phrased  it,  to  beard  the  lion  in  its 
den,  the  Douglas  in  his  hall. 

The  editors  consequently  distrib- 
uted their  own  mild  irritant  to  see 
what  might  be  elicited  in  the  way  of 
praise  or  condemnation,  of  approval 
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or  disapproval  —  of  hate,  to  de- 
scend to  the  four-letter  level,  or  of 
hope.  The  total  number  of  question- 
naires sent  to  the  mailing  list  of  the 
Bulletin  was  6304;  of  these  approx- 
imately 22  percent  came  back  — 
not  a  bad  yield  considering  that  no 
return  postage  was  even  suggested. 

The  information  received  re- 
vealed that  alumni  notes,  of  all  the 
Bulletin's  content,  were  read  first  by 
a  large  majority  of  those  responding, 
followed  at  a  considerable  distance 
by  the  original  articles,  then  the  edi- 
torials, the  "perimeter,"  special 
obituaries,  ordinary  death  notices 
and  letters  to  the  editor.  Only  four 
respondents  never  read  the  alumni 
notes;  twice  that  number  never  read 
the  obituaries  and  more  than  five 
times  as  many  (2 1  to  be  exact)  never 
read  the  death  notices.  None  con- 
fessed to  never  reading  the  Bulletin, 
but  then,  they  weren't  asked. 

The  questions  requiring  a  simple 
"yes"  or  "no"  answer,  of  which 
there  were  22,  furnished  a  striking 
testimonial  to  that  Harvard  indiffer- 
ence long  attributed  to  bygone  gen- 
erations —  perhaps  now  a  matter  of 
negativism  or  merely  a  cautious  re- 
luctance to  agree.  All  but  two  of  the 
answers  were  almost  violently  in  the 
negative  —  that  concerning  appear- 
ance, with  which  only  57  apparently 
disapproved,  whereas  1328  ap- 
proved, and  that  concerning  "mean- 
ingfulness,"  with  49  dissenting  and 
1336  agreeing.  In  all  other  respects 
the  majority  opinion  was  no  —  in 
regard  to  more  pictures  in  alumni 
notes,  shorter  alumni  notes,  more 
school  news,  more  hospital  news, 
more  faculty  news,  more  research 
news,  more  student  news,  shorter 
feature  articles,  more  humorous  ar- 
ticles, more  student  articles,  articles 
oriented  to  HMS  development  (al- 
most 50-50),  national  non-medical 


problems  (overwhelmingly  defeat- 
ed), and  so  forth. 

Having  non-alumni,  non-faculty 
members  invited  to  contribute  was 
approved  by  702  voters,  disap- 
proved by  398,  with  285  expressing 
themselves  with  a  non-committal 
"maybe." 

The  editors  thank  the  participat- 
ing readers  for  this  expression  of 
their  opinions  and  will  try  to  meet 
the  non-negotiable  requirements 
suggested. 


"De  hllMANi 
CORpORJS  fAbRJCA" 


An  editorial  published  in  the  Bul- 
letin a  year  ago  discussed  the  twelfth 
annual  report  of  Dr.  Benjamin  Spec- 
tor,  former  professor  of  anatomy  at 
Tufts  Medical  School  and  now  coor- 
dinator of  anatomical  material  for 
the  three  presently  operating  medi- 
cal schools  of  Massachusetts.  The 
important  function  of  the  coordina- 
tor is  the  procurement  of  a  sufficient 
number  of  human  bodies  to  try  and 
meet  the  anatomical  needs  of  the 
schools  in  the  light  of  present  condi- 
tions. 

It  is  significant  that  from  October 
1963  to  October  1964  116  un- 
claimed bodies  were  received  from 
state  institutions  and  61  were  volun- 
tarily bequeathed  by  their  original 
proprietors,  with  the  required  writ- 
ten consent  of  the  next  of  kin;  in  the 
year  1967-1968,  of  a  total  of  163 
obtained,  55  were  unclaimed  bodies 
and  108  were  bequeathed.  On  June 
12,  1967,  Chapter  353  of  the  Gen- 
eral Laws  "An  Act  Facilitating  Ana- 


tomical Gifts"  had  been  signed, 
which  legalized  the  donation  of 
one's  body  to  a  medical  school  with- 
out the  approval  of  the  next  of  kin. 

From  October  16,  1968,  through 
October  15,  1969,  according  to  the 
thirteenth  report,  issued  last  Nov- 
ember, the  total  number  of  bodies 
rose  to  208,  45  more  than  in  the 
previous  year,  and  lacking  only  two 
of  meeting  the  stated  requirements 
of  the  three  schools  —  Boston  Uni- 
versity 40  and  Harvard  and  Tufts 
85  each.  Presumably  because  of  the 
liberalization  of  the  law  governing 
such  transactions,  the  number  of  do- 
nated bodies  rose  sharply  to  149, 
the  total  distribution  being  as  fol- 
lows: 


From  State  Institutions 

Boston 
University  Harvard  Tufts  Total 
22  2  35       59 


Donated  Bodies 

15  105 

Total  Received 

37  107 


29       149 


64       208 


It  will  be  noted  that  whereas  BU 
fell  short  of  its  desired  number  by 
three,  and  Tufts  by  2 1 ,  Harvard,  re- 
ceiving only  two  from  state  institu- 
tions, exceeded  its  basic  require- 
ments by  22.  Perhaps  it  was  due  to 
the  influence  of  the  rampant  Warren 
lion  on  its  shield  that  our  alma  ma- 
ter received  the  lion's  share,  almost 
entirely  by  donation,  reminding 
one  of  the  parable  that  unto  every 
one  that  hath  shall  be  given. 

Dr.  Spector  reports  that  the  needs 
for  the  present  academic  year  will 
be  the  same  as  for  last  year,  despite 
an  increased  school  enrollment  and 
the  requirement  of  at  least  five  ca- 
davers by  the  medical  school  of  the 
University  of  Massachusetts,  which 
will  open  in  September  1970.  The 
obvious  conclusion,  in  view  of  the 
changing  circumstances,  is  that  if 
the  schools  are  to  have  their  ana- 
tomical needs  satisfied,  reliance 
must  be  placed  on  donated  rather 
than  on  unclaimed  bodies. 
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AloNq  ThE  pERilMETER 

UNITEL:  TEchivioloqy  to  Improve  LEARNJNq 


A  new,  non-profit  corporation  to 
explore  the  application  of  technolo- 
gy to  improve  teaching  and  learning 
has  been  formed  jointly  by  Harvard 
and  MIT.  Called  University  Infor- 
mation Technology  Corporation 
(UNITEL),  it  is  headed  by  Presi- 
dent Nathan  M.  Pusey  of  Harvard. 
Vice  President  is  Howard  W.  John- 
son, president  of  MIT. 

Faculty  members  of  the  two  insti- 
tutions are  formulating  UNITEL's 
initial  program.  Planning  commit- 
tees are  focusing  on  three  areas: 

development  of  visual  augmen- 
tation through  closed  circuit 
television  transmission  be- 
tween classrooms  and  resi- 
dence halls,  video  records  and 
films; 

coordination  of  computing  re- 
sources and  the  joint  use  of 
data  and  program  files; 
collaboration  in  research  on  in- 
formation transfer  and  the  use 
of  the  library  resources  of  Har- 
vard and  MIT. 


The  new  corporation  strengthens 
the  already  extensive  cooperation 
between  the  two  institutions.  The 
Cambridge  Electron  Accelerator 
and  the  Joint  Center  for  Urban 
Studies  have  been  in  existence  for 
several  years.  In  addition,  collabora- 
tion among  individual  members  of 
the  faculties  has  always  been  con- 
siderable. 

UNITEL  is  building  on  work  that 
has  already  been  done.  For  exam- 
ple, Harvard  installed  a  network  of 
coaxial  cables  in  1965  to  provide  a 
multichannel  distribution  of  com- 
puter information,  television  signals, 
and  other  electronic  data.  This  sys- 
tem provides  a  communications  link 
among  the  lecture  and  concert  halls, 
classrooms,  laboratories  and  other 
research  centers  at  the  University 


and  the  studios  of  WGBH  Educa- 
tional Foundation. 

Executive  director  of  UNITEL  is 
Dr.  Carl  F.  J.  Overhage,  professor 
of  engineering  and  director  of  MIT's 
Project  INTREX,  a  program  of  ex- 
periments on  the  use  of  new  infor- 
mation technology  in  libraries. 

The  corporation  has  ten  trustees, 
five  from  each  institution.  Repre- 
senting Harvard,  in  addition  to 
President  Pusey,  are  Harvey  Brooks, 
Dean  of  the  Division  of  Engineering 
and  Applied  Physics;  Robert  H. 
Ebert,  Dean  of  the  Faculty  of  Medi- 
cine; Don  K.  Price,  Dean  of  the 
Kennedy  School  of  Government; 
and  Theodore  R.  Sizer,  Dean  of  the 
Faculty  of  Education. 

Representing  MIT  are  President 
Johnson,  Jerome  B.  Weisner,  Pro- 
vost; Robert  A.  Alberty,  Dean  of  Sci- 
ence; Gordon  S.  Brown,  Dean  of 
Engineering;  and  John  M.  Wynne, 
Vice  President,  Organization  Sys- 
tems. 


New  BuildiNq 


Groundbreaking  ceremonies  for 
Harvard  Medical  School's  Labora- 
tory of  Human  Reproduction  and 
Reproductive  Biology  took  place  on 
October  27,  1969.  The  $4,237,000 
building  will  be  erected  adjacent  to 
Building  A. 

Major  funds  for  the  construction 
of  the  Laboratory  have  been  provid- 
ed by  the  Ford,  Rockefeller,  and 
Avalon  Foundations,  and  the 
USPHS.  A  $1,500,000  grant  from 
the  Rockefeller  Foundation  will  be 
used  to  support  the  faculty  and  staff 
for  a  ten-year  period. 

The  Laboratory  will  function  as 
an  interdisciplinary  center  bringing 
together  scholars  of  widely  diver- 
gent backgrounds  and  skills  with 
mutual  interests  in  reproductive 
phenomena.  The  broad  scope  of  re- 
search to  be  pursued  will  bring  all 
the  modern  scientific  and  technolog- 
ical advances  to  bear  on  the  solution 
of  problems  in  reproduction.  Re- 
search in  this  area  of  biomedical  sci- 
ence has  become  of  supreme  import- 
ance to  the  health  and  welfare  of 
mankind. 


Breaking  ground  for  the  Laboratory  of  Human  Reproduction  and  Repro- 
ductive Biology  are  1.  to  r:  Henry  C.  Meadow,  associate  dean  for  financial 
affairs;  Roy  O.  Greep,  Ph.D.,  director  of  the  laboratory;  Robert  H.  Ebert, 
Dean,  HMS;  and  Claude  A.  Villee,  Jr.,  Andelot  Professor  of  Biological 
Chemistry. 
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Ellis  Lecture 


George  E.  Burch,  M.D.,  Hender- 
son Professor  of  Medicine  and 
Chairman  of  the  Department  of 
Medicine  at  Tulane  University 
School  of  Medicine  in  New  Orleans, 
Louisiana,  was  the  fifth  Laurence  B. 
Ellis  lecturer  at  the  Harvard  Medi- 
cal Unit  at  the  Boston  City  Hospital. 

A  native  of  Edgard,  Louisiana, 
Dr.  Burch  received  his  education  at 
Tulane  University,  which  he  has 
served  ever  since,  with  but  one  ma- 
jor interruption  for  a  fellowship  in 
cardiovascular  research  at  the  Hos- 
pital of  the  Rockefeller  Institute  for 
Medical  Research  in  New  York.  Dr. 
Burch's  contributions  to  medicine 
and  medical  sciences  are  many,  as  a 
researcher,  clinician,  teacher,  and 
consultant.  A  prolific  writer,  he  has 
published  12  books  and  mono- 
graphs, numerous  chapters  in  text- 
books, and  over  500  original  re- 
search reports,  mostly  in  the  field  of 
cardiovascular  medicine  and  physi- 
ology. He  has  made  many  contribu- 
tions to  electrocardiography  and 
vectorcardiography,  is  known  for  his 
research  on  the  veins  and  on  the 
causes  and  mechanism  of  heart  fail- 
ure. He  was  first  to  prove  the  dele- 
terious effects  of  hot,  humid  envi- 
ronments upon  patients  with  heart 
disease,  and  also  first  to  document 
that  prolonged  bed  rest  could  benefit 
the  patient  with  severe  chronic  heart 
failure.  In  more  recent  years,  he  has 
elucidated  some  of  the  causes  of  dis- 
ease of  the  heart  muscle  and  has  ac- 
cumulated evidence  for  the  delete- 
rious effects  of  alcohol  upon  the 
heart. 

After  paying  tribute  to  Larry  El- 
lis '26,  Dr.  Burch  reviewed  past 
work  on  the  cardiovascular  effects 
of  known  viruses,  with  emphasis 
upon  the  cardiotropic  viruses.  He 
then  described  his  own  work  on 
Coxsackie  B4  virus,  which  produces 
valvulitis  in  almost  100  percent  of 
mice  or  cynomolgus  monkeys  inocu- 
lated. 

Dr.  Burch  concluded  that  to  viral 
infections  must  be  conceded  a  possi- 


ble etiologic  role  in  valvular  heart 
disease,  certainly  in  cases  without 
history  or  evidence  of  rheumatic  fe- 
ver. With  regard  to  the  pathogenesis 
of  rheumatic  fever,  it  would  be  wise 
to  keep  an  open  mind  and  consider 
the  possibility  that  the  streptococcus 
might  act  as  an  adjuvant  or  condi- 
tioning factor  for  a  virus. 

AdiwiNisTRATivE  News 

Three  administrative  appoint- 
ments and  three  promotions  related 
to  the  Faculty  of  Medicine  are  an- 
nounced by  Dean  Robert  H.  Ebert. 

Those  appointed  are: 

Stephen  J.  Miller,  Ph.D.  as  asso- 
ciate dean  for  urban  affairs.  Dr. 
Miller  also  serves  as  assistant  direc- 
tor of  the  Harvard  University  Cen- 
ter for  Community  Health  and  Med- 
ical Care. 

Osier  L.  Peterson,  M.D.  as  acting 
head  of  the  department  of  preven- 
tive medicine.  Dr.  Peterson  is  pro- 
fessor of  preventive  medicine  at 
Harvard  and  associate  director  of 
studies  of  the  Medical  Care  and  Ed- 
ucation Foundation,  Inc.  of  Boston. 

Alvin  F.  Poussaint,  M.D.  as  asso- 
ciate dean  of  student  affairs.  Dr. 
Poussaint  is  also  associate  professor 
of  psychiatry  and  associate  psychia- 
trist at  the  Massachusetts  General 
Hospital. 

Those  promoted  are: 

Joseph  W.  Gardella,  M.D.  to 
dean  of  students.  Dr.  Gardella  is 
lecturer  on  medicine  at  HMS. 

Hermann  Lisco,  M.D.  to  asso- 
ciate dean  of  student  affairs.  He  is 
lecturer  on  pathology  at  Harvard 
and  senior  research  associate  in  ex- 
perimental pathology  at  the  New 
England  Deaconess  Hospital. 

Bayley  F.  Mason,  A.B.  to  asso- 
ciate dean  for  resources. 

WhiTE  FuNd  BROAdENEd 

To  further  mutual  understanding 
of  medical,  social  and  human  prob- 
lems in  the  United  States  and 
abroad,  the  scope  of  the  Paul  Dud- 
ley White  Fund  has  been  broadened 
to  include  the  exchange  of  both  stu- 
dent   and   faculty    personnel.    The 


Fund  has  also  been  renamed  the 
Paul  Dudley  White  Fund  for  Inter- 
national Studies. 

The  Fund,  initially  established  by 
the  University  in  1955,  was  of  limit- 
ed scope,  providing  only  for  the  ex- 
change of  faculty  personnel. 

"Recent  experiences  of  under- 
graduate medical  students  from 
Harvard  who  have  had  an  opportu- 
nity to  participate  in  study  programs 
abroad,"  according  to  Dr.  Dieter 
Koch-Weser,  associate  dean  for  in- 
ternational programs  at  HMS,  "have 
pointed  up  the  significant  value  of 
such  experiences  to  our  students." 

Equally  important,  in  Dr.  White's 
estimate,  will  be  the  opportunity  for 
the  exchange  of  medical  school 
staffs,  at  levels  from  full  professors 
to  instructors,  and  for  varying 
lengths  of  time  ranging  to  a  full  sab- 
batical year. 

The  value  of  the  bilateral  ex- 
change, Dr.  AVhite  also  notes,  lies  in 
the  fact  that  knowledge  is  not  a 
one-way  street.  He  points  out  that 
medical  knowledge  in  the  U.S.  has 
benefited  tremendously  through  for- 
eign scholars  who  have  come  to  this 
country  to  study. 

The  funding  of  the  international 
medical  exchange  program  to  this 
point  has  come  primarily  from 
friends,  colleagues,  and  patients  of 
Paul  D.White '11. 

At  a  recent  dinner  meeting  honor- 
ing the  famed  cardiologist  and  inter- 
national humanitarian,  Dean  Ebert 
disclosed  that  gifts  and  pledges  to 
the  Fund  now  stand  at  over 
$215,000. 

"Our  plans,"  said  Dr.  Ebert  dur- 
ing the  dinner,  "are  laid  in  the  hope 
that  from  the  Fund's  modest  finan- 
cial beginning,  we  may  be  able  to 
increase  this  resource  and  thus  ena- 
ble others  to  move  ahead  in  Dr. 
White's  footsteps." 

Correction 

In  "George  Cheever  Shattuck: 
Nestor  of  Tropical  Medicine" 
(HMAB,  Sept.-Oct.,  1969)  Dr.  Shat- 
tuck was  incorrectly  listed  as  having 
attended  the  Browne  and  Nichols 
School.  He  attended  the  Noble  and 
Greenough  School. 
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PROMOTIONS  ANCl  AppOINTMENTS 


PROfESSOR 


Lewis  Dexter  '36:   medicine  at  Peter  Bent  Brigham 

Hospital 
Edward  H.  Kass:  medicine 
Jack  H.  Mendelson:  psychiatry 
Joseph  E.  Murray  '43B:  surgery  at  PBBH 
Richard  Warren  '34:  surgery  at  The  Cambridge  Hospital 
Thomas  A.  Warthin  '34:  medicine  at  West  Roxbury 

Veterans  Administration  Hospital 


Assocjate  PrqFessor 


Joseph  B.  Alpers:  biological  chemistry 

John  L.  Bethune:  biological  chemistry 

John  R.  Brooks  '43B:  surgery  at  PBBH 

C.  Keith  Connors:  psychology  in  the  department  of 
psychiatry  at  Massachusetts  General  Hospital 

Werner  E.  Flacke:  pharmacology 

Paul  M.  Howard:  psychiatry  at  McLean  Hospital 

Howard  N.  Jacobson:  obstetrics  and  gynecology  at  Bos- 
ton Hospital  for  Women 

Ronald  A.  Malt  '55:  surgery 

R.  Grier  Monroe:  pediatrics 

Henry  P.  Paulus:  biological  chemistry 

Henning  Pontoppidan:  anesthesia  at  MGH 

Charles  A.  Sanders:  medicine  at  MGH 

Morris  Simon:  radiology  at  Beth  Israel  Hospital 

Edmund  H.  Sonnenblick  '58:  medicine 

Robert  G.  Spiro:  biological  chemistry  in  the  department 
of  medicine 

John  D.  Stoeckle  '48:  medicine  at  MGH 

Alan  A.  Stone:  psychiatry  at  MGH 

Melvin  L.  Taymor:  gynecology  at  PBBH 

Donald  P.  Todd  '44:  anesthesia  at  MGH 

Associate  CliiviicAl  Processor 

James  L.  Tullis:  medicine 


ASSJSTANT  PROfESSOR 


Herbert  Benson  '61 :  medicine 
Howard  L.  Bleich:  medicine 
Matthew  A.  Budd  '60:  medicine  at  BIH 
Leonard  S.  Bushnell:  anesthesia  at  BIH 
Stafford  I.  Cohen:  medicine  at  BIH 


Margaret  F.  Conroy:  mathematical  biology  in  the  de- 
partment of  radiology 

Diane  W.  Crocker:  pathology  at  PBBH 

Michael  H.  M.  Dykes:  anesthesia 

Michael  Field:  medicine 

Pierce  Gardner  '61 :  medicine  at  BIH 

Irma  P.  Gigli:  dermatology 

Donald  P.  Goldstein:  obstetrics  and  gynecology  at 
PBBH 

A.  Arthur  Gottlieb:  medicine 

Carl  A.  Hirsch:  medicine 

Gwendolyn  R.  Hogan:  neurology  at  MGH 

Andrew  H.  Kang  '62:  medicine 

Warren  W.  Koontz,  Jr.:  surgery  at  MGH 

Lee  V.  Leak:  anatomy  in  the  department  of  surgery 

Ralphael  H.  Levey  '59:  surgery 

David  C.  Lewis  '61 :  medicine  at  BIH 

Philip  A.  Lief:  anesthesia  at  Robert  Breck  Brigham 
Hospital 

Edward  Lowenstein:  anesthesia  at  MGH 

Peter  Ofner:  pharmacology  in  the  School  of  Dental  Median 

Earl  L.  Parr:  anatomy 

Gerald  R.  Plotkin:  medicine  at  BIH 

Sidney  V.  Rieder:  biological  chemistry  at  MGH 

Richard  M.  Robb:  ophthalmology  at  The  Children's 
Hospital 

Peter  B.  Rosenberger:  neurology  at  MGH 

John  F.  Ryan:  anesthesia  at  MGH 

Ira  Sherwin:  neurology 

William  J.  Shriber:  medicine  at  BIH 

John  J.  Ski  11  man:  surgery 

John  S.  Soeldner:  medicine 

Jurgen  Steinke:  medicine 

Denise  J.  Strieder:  pediatrics  at  TCH 

Kay  Tanaka:  medicine 

Joseph  J.  Tecce:  psychology  in  the  department  of  psy- 
chiatry 

Veronica  B.  Tisza:  psychiatry  at  TCH 

Donald  E.  Tow:  radiology 

Cynthia  M.  Wild:  psychology  in  the  department  of  psy- 
chiatry at  Massachusetts  Mental  Health  Center 

ASSJSTANT  ClilMJCAl  PROfESSOR 

Martin  A.  Berezin:  psychiatry 

Edward  M.  Daniels:  psychiatry 

Lloyd  E.  Hawes  '37:  radiology 

Arnold  H.  Modell:  psychiatry 

Harold  W.  Rubin:  obstetrics  and  gynecology 

Herbert  C.  Schulberg:  psychology  in  the  department  of 

psychiatry 
Arthur  F.  Valenstein:  psychiatry 
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stucIents 


With  the  purpose  of  establishing 
better  communication  between 
Alumni  and  students,  the  Bulletin 
invited  a  representative  from  each 
of  the  four  classes  to  join  the  Edi- 
torial Board. 

Those  who  have  accepted  these 
appointments  are:  Michael  B.  Millis 
'70;  Robert  W.  Beart,  Jr.  '7 1 ;  How- 
ard S.  Kirshner  '72;  and  Lee  M. 
Nadler  '73. 

It  is  our  hope  that  these  board 
members  will  report  on  news  of 
their  class  activities  and  further,  that 
they  will  solicit  original  material 
from  classmates. 


AuENdiNq  HMS  a 

PoliTiCAl  ExpERJENCE 


The  Class  of  '72  is  currently 
finishing  the  "core  curriculum"  and 
preparing  for  diverse  paths  in  clini- 
cal clerkships,  elective  courses,  and 
research.  Blocks  in  hematology, 
gastroenterology,  infectious  disease, 
and  endocrinology-reproduction, 
along  with  courses  in  aseptic  tech- 
nique and  physical  diagnosis,  kept 
the  class  busy  during  the  fall  semes- 
ter. Students  have  also  been  attend- 
ing a  variety  of  tutorials,  mostly  on 
clinical  subjects,  designed  to  give 
them  insight  into  areas  of  specializa- 
tion. Many  2nd  year  students  partic- 
ipated in  the  Second  Year  Show, 
which  is  reviewed  on  this  page. 

Perhaps  most  noticeable  have 
been  the  numerous  political  activi- 
ties in  which  members  of  the  class 
have  engaged.  Medical  schools  have 
not  escaped  the  political  conscious- 
ness that  characterizes  our  age,  and 
students  have  found  that  attending 
medical  school  in  1970  is  inevitably 
a  political  experience.  Whether  or 
not  they  have  come  to  school,  in 
Vice  President  Agnew's  words,  "to 
proclaim  instead  of  learn,"  they  cer- 
tainly do  not  ignore  the  issues  of 


their  time.  These  issues  involve  not 
only  Vietnam  and  the  ghetto,  but 
also  the  university,  the  medical 
school,  and  the  community. 

As  reported  in  the  last  issue  of 
the  Bulletin,  many  members  of  the 
class  joined  about  600  other  mem- 
bers of  the  Harvard  community  on 
October  15  in  standing  on  street 
corners  and  passing  out  pre-ad- 
dressed  postcards  to  President  Nix- 
on, asking  him  to  end  the  war  in  six 
months.  A  contingent  of  students 
also  participated  in  the  November 
15  march  on  Washington.  Several 
students  in  the  class  have  been  pub- 
lishing a  journal  entitled  "The  Red 
Nucleus,"  which  presents  radical 
views  on  various  issues  from  the 
curriculum  to  Vietnam,  from  the 
Harvard  strike  to  HEW  blacklisting 
of  anti-war  scientists. 

In  the  medical  school  itself,  sec- 
ond year  students  now  sit  on  all  but 
a  few  of  the  faculty  committees,  and 
a  taskforce  of  the  Student  Faculty 
Committee  is  working  on  compro- 
mise proposals  to  permit  students  on 
the  remaining  boards.  A  student 
curriculum  committee  has  been  ac- 
tively evaluating  the  new  curriculum 


by  means  of  barrages  of  question- 
naires. Interest  in  community  and 
social  medicine  seems  widespread  in 
the  class.  During  the  first  year,  many 
students  spent  time  working  in 
neighborhood  and  community  clin- 
ics in  the  Boston  area. 

The  class  has  also  been  interested 
in  the  issues  concerning  the  new  Af- 
filiated Hospitals  Center.  Last  year 
Dean  Ebert  spoke  to  the  class  re- 
garding plans  for  the  Center,  and 
two  members  of  the  class  have  sat  on 
the  Fein  Committee,  appointed  to 
study  the  problems  of  the  Fenwood 
Road  area  residents  who  will  be  dis- 
placed by  the  Center.  The  class  is 
currently  considering  whether  or  not 
to  continue  its  representation  on  the 
committee  in  view  of  its  lack  of 
mandate  and  President  Pusey's  deci- 
sion to  deal  directly  with  the  ten- 
ants. 

Though  the  coming  division  of 
the  class  between  clinical  rotations 
and  electives  will  probably  preclude 
further  class  involvement  in  issues, 
individual  students  will  undoubtedly 
continue  their  activities. 

Howard  S.  Kirshner  '72 


MoThER  IJquor  vs.  Milk  of  Human  KjncIness 


On  December  5  and  6,  the  second 
year  class  presented  its  annual  show, 
a  two-act  musical  comedy  entitled 
"Rotten  to  the  Core."  Before  a  set 
depicting  the  falling  pillars  of  Build- 
ing A,  the  cast  portrayed  the  strife 
and  humor  of  a  semi-imaginary  first 
year  class  at  Harvard  experiencing 
a  "core  curriculum"  hastily  devised 
by  a  faculty  fearful  of  socially-mind- 
ed students. 

The  faculty  possess  a  magical 
"mother  liquor,"  which  once  trans- 
formed them  from  a  herd  of  grazing 
asses  into  brilliant  medical  profes- 
sors, and  which  now  gives  them 
great  scientific  insights,  at  the  ex- 
pense of  "the  milk  of  human  kind- 
ness." The  faculty  attempts  to  pro- 
tect its  secret  from  patient-oriented 
students  mistakenly  permitted  to  en- 
ter the  school  by  an  unwary  admis- 
sions committee. 


The  students  present  a  profes- 
sional "Everypatient"  in  clinics  on 
every  subject  from  birth  defects  to 
chronic  disease  and  population  stud- 
ies. A  series  of  "core"  lectures,  clin- 
ics, and  labs  provide  the  setting  for 
jibes  at  teachers,  researchers, 
preachers  of  social  medicine,  and 
student  "zoos,"  "weenies,"  "mon- 
ey-grubbers," and  "radicals." 

The  plot  reaches  its  climax  when 
the  students  take  over  the  faculty 
john,  which  by  chance  is  the  only 
route  of  access  to  the  subterranean 
spring  of  the  mother  liquor.  The  stu- 
dents are  then  tricked  into  running 
to  the  dean  of  students'  office  by  the 
announcement  of  new  handouts  for 
a  summer  "chopping  block,"  which 
has  been  added  to  the  schedule  by 
distraught  professors  to  induce  the 
students  to  leave  with  members  of 
the  community  and  an  ailing  Every- 
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patient,  who  dies  amidst  the  bicker- 
ing of  faculty  and  students.  The  day 
is  saved  and  the  play  ended  by  the 
arrival  of  the  Dean,  sole  quaffer  of 
the  "milk  of  human  kindness,"  who 
resuscitates  Everypatient  and  unites 
all  in  the  final  song. 

The  play,  directed  by  Steve  Lip- 
son  and  produced  by  Marty  Kohn, 
succeeded  admirably  in  maintaining 
the  Second  Year  Show  tradition  of 
ribaldry  and  faculty  character  assas- 
sination. The  impersonations  were 
mostly  convincing,  especially  those 
of  Dean  Gardella  by  Herb  Cantril, 
Dr.  Jean  Paul  Revel  by  Ned  Cabot, 
and  Dr.  Fawcett  by  Gary  Soverow. 
Many  of  the  individual  acting  feats 
were  excellent;  credit  must  go  to 
Ann  Bajart  for  performing  what 
must  have  been  the  best  burlesque 


in  Harvard's  history.  Jim  Frederik- 
sen's  music,  partly  original  and  part- 
ly adapted  from  obscure  musicals, 
was  successful  in  keeping  up  the 
high  spirits  that  prevailed  through- 
out the  play.  The  sets,  slides,  and 
make-up  were  ingenious,  and  the 
plot,  though  showing  the  several  in- 
fluences of  a  committee  of  writers, 
generally  hung  together  well. 
Though  the  ending  was  a  bit  abrupt, 
the  spirit  of  the  final  song  carried  it 
across.  The  unique  aspect  of  this 
performance  was  the  phenomenon 
of  a  class  portraying  itself  and  pok- 
ing fun  at  its  own  traits  and  differ- 
ences. This  element  of  self-carica- 
ture made  the  play  especially  enjoy- 
able. 

Howard  S.  Kirshner  '72 


SFC  GoaI:  SolimoNS  BeFore  Crjses 


In  response  to  Harvard  Medical 
students'  increasing  concern  in  par- 
ticipating in  decision-making  proc- 
esses of  the  HMS  community,  the 
Student  Faculty  Committee  (SFC) 
has  been  evolving  new  goals  for  it- 
self. It  has  streamlined  some  of  the 
tedious  detail  work  of  allocating 
funds,  directing  student  uses  of  Van- 
derbilt  Hall,  and  sifting  through  mi- 
nor issues  and  requests  from  stu- 
dents to  faculty  or  administration 
and  vice  versa. 

Under  the  innovative  leadership 
of  President  Kim  Masters  '72,  atten- 
tion will  be  focused  on  the  efforts  of 
four  task  forces  set  up  this  year  to 
investigate  major  issues  of  student 
concern;  student  affairs,  curriculum, 
admissions,  and  Harvard  and  the 
community.  Each  task  force,  made 
up  of  SFC  members  and  other  inter- 
ested students  and  faculty,  gathers 
wide  opinion  on  pertinent  problems 
in  its  area  and  presents  these  to  the 
SFC  with  concrete  proposals  for 
change. 

The  real  test  of  the  task  forces' 
success  will  be  whether  their  recom- 
mendations are  effectively  respond- 
ed to  by  governing  bodies  with  pow- 
er to  bring  about  change.  As  in  the 
past,  the  SFC  is  not  a  true  governing 
power;  it  is  an  advisory  committee 


to  Dean  Ebert  and,  through  him,  to 
other  decision-making  groups  at 
HMS.  It  is  legitimized  and  powerful 
only  to  the  extent  that  it  has  ade- 
quate student  and  faculty  represen- 
tation and  can  put  forth  its  recom- 
mendations with  the  weight  of  their 
support.  It  is  hoped  that  task  forces 
will  widen  this  representation  and 
support. 

In  an  effort  to  get  better  faculty 
participation,  the  SFC  has  increased 
its  faculty  members  from  four  to 
eight.  Additional  channels  augment- 
ing student-faculty  rapport  are  Fac- 
ulty-Student Teas,  Tuesday  and 
Thursday  at  4:30  in  Building  A 
(stop  by  when  you  are  in  the  area!), 
and  dinners  for  students  at  faculty 
homes  which  the  Wives  of  Aescu- 
lapius helped  set  up  at  SFC  request. 

Ideally  the  task  forces  will  evolve 
what  is  much  needed  in  universities 
today:  forward-looking  proposals 
before  problems  become  crisis  situa- 
tions and  while  there  is  sufficient 
time,  and  adequate  representation  to 
look  at  many  sides  of  each  issue.  If 
the  success  of  recent  efforts  to  put 
students  on  faculty  committees  is  in- 
dicative of  what  will  come  of  new 
SFC  recommendations,  the  future 
augurs  well. 

But  many  issues  before  the  SFC 


will  be  more  complex;  the  value  of 
written  versus  flexible  unwritten  ad- 
ministrative policy  regarding  admis- 
sions, grades,  and  Harvard's  role  in 
the  community.  Moreover,  SFC 
members,  frustrated  by  escalating 
numbers  of  advisory  committees  and 
of  single  student  representatives  to 
governing  bodies,  are  realizing 
HMS's  need  to  review  and  reform 
its  overall  governance  mechanisms, 
as  Dean  Ebert  suggested  at  an  early 
SFC  meeting  last  fall. 

Until  the  SFC  can  address  itself 
to  this  larger  problem,  and  it  cer- 
tainly is  an  appropriate  group  to  do 
so,  it,  like  other  advisory  commit- 
tees, is  perpetrating  more  elaborate, 
rather  than  more  efficient  methods 
of  governance. 

Voting  members  of  the  SFC  are: 
K.  Frank  Austen  '54,  associate  pro- 
fessor of  medicine  at  Robert  Breck 
Brigham  Hospital;  A.  Clifford  Bar- 
ger  '43A,  Robert  Henry  Pfeiffer 
Professor  of  Physiology;  John  R. 
Brooks  '43B,  associate  professor  of 
surgery  at  Peter  Bent  Brigham  Hos- 
pital; Dr.  Harvey  Goldman,  asso- 
ciate in  pathology  at  Beth  Israel 
Hospital;  Dr.  Joseph  W.  Gardella, 
Dean  of  Students;  William  V.  Mc- 
Dermott,  Jr.  '42,  professor  and  head 
of  the  department  of  surgery  at  Bos- 
ton City  Hospital;  Dr.  Alvin  F. 
Poussaint,  associate  dean  of  student 
affairs;  Dr.  David  D.  Potter,  asso- 
ciate professor  of  neurobiology.  Stu- 
dent voting  members  are:  Michael 
B.  Millis  '70;  Stephen  P.  Raskin 
'70;  Glenn  W.  Sanberg,  Jr.  '70; 
David  M.  Bear  '71;  William  Koop- 
man  '71 ;  Leslie  D.  Schlessinger  '71 ; 
Diane  Kittredge  '72;  Kim  Masters 
'72;  Orest  Hurko  '73;  and  Samuel 
L.  Maxwell,  Jr.  '73.  James  J.  Fee- 
ney  '52,  director  of  the  medical  area 
health  service  and  Dr.  Hermann 
Lisco,  associate  dean  of  student  af- 
fairs, are  non-voting  members.  All 
members  of  the  SFC  are  available 
and  welcome  suggestions,  com- 
ments, and  problems  from  any 
member  of  the  Harvard  medical 
community. 

Diane  Kittredge  '72 
Secretary,  SFC 
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HARVARD  MEDICAL  SCHOOL  ANNOUNCES 

The  William  O .  Moseley,  Jr. 
Travelling  Fellowships 


THE  BEQUEST  OF  JULIA  M.  MOSELEY  MAKES  AVAILABLE  FELLOWSHIP  FUNDS  FOR  GRADUATES 
O  F  THE  HARVARD  MEDICAL  SCHOOL  FOR  POSTDOCTORAL  STUDY  IN  EUROPE. 


The  Committee  on  Fellowships  in  the  Medical  School  has  voted  that  the  amounts 
awarded  for  stipend  and  travelling  expenses  will  be  determined  by  the  specific 

needs  of  the  individual. 

In  considering  candidates  for  the  Moseley  Travelling  Fellowships,  the  Committee 
will  give  preference  to  those  Harvard  Medical  School  graduates  who  have — 

1.  Already  demonstrated  their  ability  to  make  original 
contributions  to  knowledge. 

2.  Planned  a  program  of  study  which  in  the  Committee's 
opinion  will  contribute  significantly  to  their  development 
as  teachers  and  scholars. 

3.  Clearly  plan  to  devote  themselves  to  careers  in 
academic  medicine  and  the  medical  sciences. 


Individuals  who  have  already  attained  Faculty  rank  at  Harvard  or  elsewhere 
will  not  ordinarily  be  considered  eligible  for  these  awards. 

There  is  no  specific  due  date  for  the  receipt  of  applications  or  for  the 

beginning  date  of  Awards  except  that  the  Committee  requests  that 

applications  not  be  submitted  more  than  1 8  months  in  advance  of  the  requested 

beginning  date.  The  Committee  will  meet  once  a  year  in  January  to 

review  all  applications  on  file.  Applicants  will  be  notified  of  the  decision 

of  the  Committee  by  January  31.  The  Committee  may  request  candidates 

to  present  themselves  for  personal  interviews. 


Application  forms  may  be  obtained  from,  and  completed  applications  should  be  returned  to: 

Secretary,  Committee  on  Fellowships  in  the  Medical  School 

Harvard  Medical  School 

25  Shattuck  Street,  Boston,  Massachusetts  02115 
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